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Lasker Award statuette 


an acknowledgment 


We are proud that our television series on the 
NBC network, “The March of Medicine”, has 
been selected to receive the first Albert Lasker 
Award in the field of television and radio. 


But we feel that those really being honored 
are you—the physicians and research scientists 
of America. 


Your sense of responsibility to the public— 
and that of your hospitals, laboratories, and 
staffs—has made it possible for “The March 


of Medicine” to report the story of medical 
progress. 


The Lasker Awards heretofore have been be- 
stowed on many of the nation’s outstanding 
medical scientists and journalists. As a member 
of the pharmaceutical industry, we are particu- 
larly grateful for the honor represented by 
this award. 


We are also grateful for the support we have 
continually received from the American Medical 
Association, which has cooperated in this series 
from the very beginning. 


a 
OP _ 


Francis Boyer 
President 
Smith, Kline & French Laboratories 
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MEDIATION, ETHICS AND GRIEVANCE 


COMMITTEE 

R. J. Hubbell, M.D., Chairman.................... 252 E. Lovell, Kalamazoo 
E. F. Sladek, MD. Le npseaeeeesoneerees 123 E. Front St., Traverse City 
C. E. Um hrey, | ers 15300 W. McNichols Road, Detroit 
J. Joseph fete. U Bek, BOMIOF cccccsisserese 127 S. Cedar, Manistique 


LIAISON COMMITTEE WITH STATE 
EXECUTIVE OFFICE 


Ww. &. eam, M.D., venmienes Somer 1146 Tenth Ave., Menominee 
R. H. Baker, M.Doveecccccccsscsssse 110 Pontiac St. Bk. Bldg., Pontiac 
L. Fernald Foster, i is casisicvnscnasscens 919 Washington Ave., "Bay City 
B M. Harris, NERA RNRRNRR MRR: 20 Pearl St. Ypsilanti 
ee ee ae | 8: er 1116 Mich. Natl. Tower, Lansing 
Ralph W. Shook, M.D.........611 Sane. Natl. Bank Bldg., Kalamazoo 
D. Bruce Wiley, ee ee 45310 Van Dyke, Utica 


STUDY COMMITTEE ON FEE SCHEDULES 
FOR MICHIGAN MEDICAL SERVICE 


L. W. Hull, M.D., Chairman 1701 David Whitney Bldg., Detroit 
E. | SIRT Peatet 3 Motor Division, Pontiac 


ee ee Grand Blvd., Detroit 
a. GC Hoos, MD... 417 Post Bldg., Battle Creek 
Xi, R. Heidenreich, ah — Re Daggett 

a | _ RRe ie eee ee Bad Axe 
W. M. LeFevre, MD Siac ae esse sccbcconepadane 289 W. Western, Muskegon 
ee Se ee 303 N. Jefferson, Saginaw 
ee eS) ee 901 David Whitney Bldg., Detroit 
ee Se 8 ee Blodgett Mem. Hosp., Grand Rapids 
i eo eae Charlevoix 
Ralph W. Shook, M.D............. 611 Amer. e, Bk. Bldg., Kalamazoo 
ae See 101 John St. Bay City 
i NG | ee Serene 2002 E. Court Pn Flint 
4 &  ¢ > SRUESEEO 215A S. Main, Ann Arbor 
7 » Trapasso, M. 2 300 Court St., Sault Ste. Marie 
J. M. Wellman, 2 ESO ree: 301 Seymour, Lansing 

* * * 


MICHIGAN CANCER CO-ORDINATING 
COMMITTEE 


C. A. Payne, M.D., Chairman. ..i.........c.cscsceccserseeensesonssenssceneeensensnnnss 
Blodgett Memorial Hospital, Grand Rapids 
Representing Michigan Division, Inc., American Cancer Society 


ee Re eee eer 18975 Muirland, Detroit 
Representing SE. Michigan Division, American Cancer Society 
a a ae Ree Mich. Dept. of Health, Lansing 


Representing Michigan Department of Health 


M. A. Darling, M.D 673 Fisher Bldg., Detroit 
oeeuntieg S.E. Michigan Division, American Cancer Society 


i a oI 107 Hollister Bldg., Lansing 
Representing Michigan Division, Inc., American Cancer Society 


BT Tia, ia rsniien ss ccics cise spissecsssve Pennock Hospital, Hastings 
Representing Michigan Health Officers Association 

ee RR, RN ocsicsesccsss esissersscesseaccceess 458 W. South, Kalamazoo 
Representing Michigan State Medical Society 

eee 876 Second St., Muskegon 


Representing Michigan Division, Inc., American Cancer Society 


a eS erro cosene Metz Bldg., 
Representing Michigan State Medical Society 


SK. tot, OS... 1512 Michigan Natl. Tower, Lansing 
Representing Michigan State Dental Association 


t 

se | eee 1067 Fisher Bldg., Detroi 

Resencniian S.E. sian cae American Cancer Society 

EB... Fibemae, ME Dacscises-c.:./ ae on Mercy Hospital, Ann Arbor 
Representing Michigan me ve ical Soctety 


J. M. Wellman, M.D 301 Seymour, Lansina 
Representing "Michigan State Medical Society 
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New PATRICIAN diagnostic unit 


— the low-cost x-ray unit with major features 
you've always wanted. You get 81-inch angu- 
lating table * independent tube stand with 
choice of floor-to-ceiling or platform mount- 
ing * 200 ma-100 kvp, full-wave transformer 
and control ¢ double-focus, rotating-anode 








distances up to full 40 inches at any table 
angle... as great as 48 inches cross-table. 

The new PATRICIAN features a counter- 
balanced fluoroscopic unit with full screening 
coverage. Even the new automatic reciprocat- 
ing Bucky is counterbalanced — self-retaining 
in all table positions. 





g.. Dero tube. But that’s not all. 
aii: You're equipped for vertical and horizontal 
z., Lansing 


ver Sociely radiography — Bucky and non-Bucky technics 
1, Hastings —even cross-table and stereo views. Focal-film 


Kalamazoo Progress ls Our Most Important Product 
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“om GENERAL @@ ELECTRIC 


ees 


Contact your General Electric x-ray repre- 
sentative for details or demonstration, and be 
sure to have him explain the G-E Maxiservice® 
rental plan. 





r, Lansing A 
Direct Factory Branches: 


g., Detroit DETROIT — 5715 Woodward Ave. 

er Soctety 7 ; ta 

a nt MILWAUKEE — 547 N. 16th St. 
DULUTH — 928 East 2nd St. 


(ee 


Resident Representatives: 
ELINT — E. F. Patton, 1202 Milbourne 
E. GRAND RAPIDS — J. E. Tipping, 1044 Keneberry Way, S.E. 
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MSMS ANNUAL SESSION 


Luminaries on the program, who have accepted 
speaking assignments at both the Assembly and 
Section meetings, September 26-28, 1956, include: 


Otis Anderson, M.D., Washington, D. C. 
John P. Caffey, M.D., New York, N. Y. 
Glassell S. Fitz-Hugh, M.D., Charlottesville, Va. 
M. Ralph Kaufman, M.D., New York, N. Y. 
John K. Lattimer, M.D., New York, N. Y. 
Averill A. Liebow, M.D., New Haven, Conn. 
Perry S. MacNeal, M.D., Philadelphia, Pa. 
Seward E. Miller, M.D., Washington, D. C. 
O. Sidney Orth, M.D., Madison, Wisconsin 
Herbert S. Rattner, M.D., Chicago, IIl. 

Leon Schiff, M.D., Cincinnati, Ohio 
Theodore F. Schlaegel, Jr., Indianapolis, Ind. 


HIGHLIGHTS OF EXECUTIVE 
COMMITTEE OF THE COUNCIL 

Meeting of April 18, 1956 

@L. Fernald Foster, M.D., Bay City, was ap- 
pointed Chairman of a Committee to consider 
recommendations of both doctors of medicine and 
of subscribers to Michigan Medical Service, for 
report to the House of Delegates in September. 
Other members of the committee are Joseph F. 
Beer, M.D., St. Clair; Philip Riley, M.D., Jack- 
son; G. W. Slagle, M.D., Battle Creek; Arch 
Walls, M.D., Detroit, and Wilfrid Haughey, M.D., 
Battle Creek, Advisor. 


@ The text of an advertisement to be placed in 
various newspapers during Medical Education 
Week was presented, corrected and approved. 


@ The Governor’s Study Commission on Prepaid 
Hospital Care Plans requested MSMS to name a 
consultant to work with the Commission and the 
Bureau of Public Health Economics of the School 
of Public Health, University of Michigan, in plan- 
ning and undertaking this study. Secretary Foster 
was appointed. 


@ Matters of mutual interest were discussed with. 


Michigan Health Commissioner A. E. Heustis, 
M.D. 


@ Legal Counsel J. Joseph Herbert reported that 
Doctor Wm. A. Kopprasch of Allegan had filed 
an amended bill in his case against the Allegan 
County Medical Society, Michigan State Medical 
Society, et al, and that proper answer in this legal 
case had been filed by defendents. 


® Committee Reports.—The following were given 
consideration: (a) Committee on Fee Schedules 
of Michigan Medical Service, meeting of March 
10, including minority report; (b) Committee on 
Study of MSMS Financial Structure, meeting of 
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March 20; (c) Venereal Disease Control Com. 
mittee, meeting of March 25. 


@ President W. S. Jones, M.D. reported that 
Provident Life and Accident Insurance Company 
carriers of the MSMS health and accident pro. 
gram, has placed in Michigan a full time repre. 
sentative, Mr. Richard McDermott, to contact 
MSMS members re their problems and to be of 
service to the profession. A card of introduction 
for Mr. McDermott, to be presented to doctors 
upon whom he calls, was authorized. 


® Carl F. Shelton, M.D., Detroit, was appointed 
to the Maternal Health Committee; S. E. Chapin, 
M.D., Dearborn, to the Public Relations Commit. 


tee. 


@ For the 1956 Annual Session to be held in De. 
troit next September, the Executive Committee 
of The Council appointed the Assembly Chairmen 
and Secretaries and approved the list of technical 
exhibitors to be contacted. 


@ For the 1957 Michigan Clinical Institute, to be 
held in Detroit next March, the Committee on 
Arrangements was appointed with Otto O. Beck, 
M.D., Birmingham, as General Chairman, and 
Wm. M. LeFevre, M.D., Muskegon, as Chairman 
of Program Committee. 


@ J. D. Miller, M.D., Grand Rapids, was appoint- 
ed as MSMS representative to the President’s Con- 
ference on Occupational Safety, Washington, D. 
C.; Wm. H. Gordon, M.D., Detroit, was appointed 
as MSMS representative to the Michigan Con- 
mittee on Nursing in National Defense (a com- 
mittee of the Michigan State Nurses Association) ; 
President Jones was appointed as official represen- 
tative to attend the annual meeting of the State 
Medical Society of Wisconsin in Milwaukee May 
1-2-3. 


@ Michigan Week.—All members of the Michi- 
gan State Medical Society were urged by the 
Executive Committee of The Council to obtain 
pamphlets re Michigan week (stressing that Mich- 
igan is a good state in which to live) for distribu- 
tion to patients in their reception rooms. 


@ R. L. Novy, M.D., Honored.—Report was given 
that R. L. Novy, M.D., of Detroit, was elected 
President of the Conference of Blue Shield Plans 
in Hollywood, Florida, recently—the first to be 
elected by the Conference members. 


@ W. W. Babcock, M.D., Detroit, was appointed 

chairman of a study committee on package deals 

between county medical societies and local wel- 

fare departments. Other members of the com- 

mittee are H. H. Hiscock, M.D., Flint; James W. 
(Continued on Page 628) 
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ar side reactions... supplied as: BONAMINE TABLETS, scored, tasteless, 
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*Trademark 1. Report of Study by Army, Navy, Air Force Motion Sickness Team: J.A.M.A. 160:755 (March 3) 1956. 
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HIGHLIGHTS OF THE COUNCIL 
(Continued from Page 626) 


Hubly, M.D., Battle Creek; L. L. LeFevre, M.D., 
Muskegon, and H. W. Wiley, M.D., Lansing. 


@ Leon DeVel, M.D., MSMS Rheumatic Fever 
Control Co-ordinator, presented his monthly re- 
port. 


@ W. B. Harm, M.D., Detroit, presented financial 
report on the testimonial luncheon in honor of 
national medical presidents et al held during MCI 
on March 8, which report was received with 
thanks and congratulations. 


@ John M. Wellman, M.D., Lansing, President of 
the Ingham County Medical Society, attended this 
meeting of the Executive Committee of The 
Council, as special guest and observer. Host at the 
meeting was K. H. Johnson, M.D., Lansing, Vice 
Speaker of the House of Delegates. 


AMERICAN BOARD OF 
OBSTETRICS AND GYNECOLOGY 


Applications for certification (American Board 
of Obstetrics and Gynecology) for the 1957 Part 
I Examinations are now being accepted. Can- 
didates are urged to make such application at the 
earliest possible date. Deadline date for receipt 
of applications is October 1, 1956. 

All candidates for admission to the examinations 
are required to submit with their application, a 
plain typewritten list of all patients admitted to 
the hospitals where they practice, for the year pre- 
ceding their application or the year prior to their 
request for reopening of their application. 
Application for re-examination, as well as re- 


YOU AND YOUR BUSINESS 





quests for resubmission of case abstracts, must be 
made to the Secretary prior to October 1, 1956, 

Current bulletins outlining present requirements 
may be obtained by writing to the Secretary’s of. 
fice, Robert L. Faulkner, M. D., American Board 
of Obstetrics and Gynecology, 2105 Adelbert 
Road, Cleveland 6, Ohio. 
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GYNECOLOGIC CYTOLOGY 
SERVICE 


Interpretation of Cervico-Vaginal, Etc. 
(Papanicolaou) Smears 
for the 


Diagnosis of Carcinoma 
Kits (Slides, Spatulas, Fixative and 
Mailing Containers) 


and 


Instructions for Taking and Mailing 
Smears furnished on request 


M. WM. RUBENSTEIN, M.D. 


GYNE-CYTOLOGY LABORATORY 
636 CHURCH STREET—ROOM 517 EVANSTON, ILL. 














MEDICAL MEETINGS AND CLINIC DAYS 


A list of known medical meetings and clinic days, sponsored by county medical societies and 


other physician groups in Michigan, follows: 


1956 

June 11-15 Annual Session, American Medical Association Chicago 

June 20 MSMS Executive Committee of The Council Muskegon 

June 22-23 Upper Peninsula Medical Society Sault Ste. Marie 
June 28 Keyport Trauma Day Gaylord 

July 9-11 Gerontology Conference Ann Arbor 

July 19-21 Mid-summer Session of the MSMS Council Mackinac Island 
August 22 MSMS Executive Committee of- The Council Detroit 

August 30-31 Coller Penberthy Medical Conference Traverse City 


September 10-13 


International College of Surgeons, Annual Congress Chicago 
September 24-25 Annual Session of the House of Delegates (MSMS) Detroit 
September 26-28 MSMS Annual Session Detroit 
— 23 & The Council (MSMS) Detroit 
October 11-12 Michigan Cancer Conference East Lansing 
October 17 MSMS Executive Committee of The Council Battle Creek 
October 17 Maternal Health Day, Genesee County Medical Society Flint 
Autumn MSMS Postgraduate Extramural Courses Statewide 
November 14 MSMS Executive Committee of The Council Detroit 
November 27-30 AMA Clinical Session Seattle 
November Fall Clinic, Michigan Academy of General Practice Detroit 





December 12 





MSMS Executive Committee of The Council 
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plateau therapy... 


for hay fever and other allergies 
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CHLOR-TRIMETON 
REHPETABS, 8 and 12 mg. 


“Because they quickly attain and maintain a prolonged, therapeutic 
plateau, CHLOR-TRIMETON REPETABS avoid the wave-like levels 

which may be produced by multiple-release granules or t.i.d. medication 
...affording optimal patient comfort. 


Cutor-TrRIMETON® Maleate, brand of chlorprophenpyridamine maleate. 
Repetass,® Repeat Action Tablets. 
CT-J-766 
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AMA Washington Letter 


THE MONTH IN WASHINGTON 


Among a growing list of health measures receiv- 
ing active consideration this Congress are two bills 
that have very good chance of becoming law be- 
fore adjournment this summer. That both meas- 
ures have bi-partisan support is an important 
factor in this election-charged year. 

Most advanced in the legislative process, having 
passed the Senate before the Easter recess, is the 
national morbidity survey proposal. The other 
bill, which also originated in the Senate, is the 
National Library of Medicine plan. Both are en- 
dorsed by the Eisenhower Administration. 

There has been no national study of the extent 
of sickness and disability since the rather inade- 
quate survey made in 1936 by the WPA. A series 
of special and continuing surveys under auspices 
of the U. S. Public Health Service, accordingly 
will fill ‘“‘a very great need,” Senator Hill, one of 
the bill’s sponsors, informed the Senate. 

Secretary Folsom of the Department of HEW 
describes the lack of morbidity data as “woeful.” 
Nationwide data on the incidence, cause and dura- 
tion of sickness and disability are basic, Mr. Fol- 
som has pointed out, to efforts in improving volun- 
tary health insurance. 

The Senate agreed and, after writing in an 
amendment that would assure the conduct of 
surveys on a non-compulsory basis, the bill passed 
without a dissenting voice. The measure then 
went to the House Interstate and Foreign Com- 
merce Committee. The American Medical Asso- 
ciation indorses the survey idea. 

The National Library of Medicine bill spon- 
sored by Senators Hill and John Kennedy is an 
outgrowth of one of the Hoover Commission rec- 
ommendations. The medical task force proposed 
that the Armed Forces Medical Library be recon- 
stituted as the National Library and placed under 
the Smithsonian Institution. The Hill-Kennedy 


bill differs from the Commission in one major 


respect: it would establish the Library as an 
independent agency. 

Sentiment, meanwhile, has developed for plac- 
ing the Library in the Department of HEW, under 
Public Health Service supervision. This was sup- 
ported by the Administration, and the American 
Medical Association urged immediate: start on 
construction. Almost two years ago, before the 
question of a National Library arose, the AMA 
House of Delegates foresaw the need for housing 
the Armed Forces Library in more adequate 
quarters. 

The bill’s sponsors pointed out that the AMA 
in June of 1954 had found that “the irreplaceable 
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collections of the Armed Forces Medical Library 
are now housed in a 67-year-old building totally 
unsuitable for the purpose by reason of its inade. 
quate size, poor state of repair, susceptibility to 
fire hazard and general inadaptability to efficient 
operations. . . .” 

Both Senators made this additional point: 5 
long as it remains in the Defense Department, the 
Library simply cannot compete for funds against 
the needs and demands of those activities directly 
related to national defense. 

* + 


A major development in the long legislative his- 
tory of the House-approved bill to open up the 
social security system to cash disability payments 
was the testimony of Secretary Folsem to the 
Senate Finance Committee. 

In a three-hour appearance as the 10st and 
final witness, Mr. Folsom warned against enact- 
ment on the disability portion of the bill as well 
as the plan to lower the retirement age of women 
from sixty-five to sixty-two. 

Disability payments at age fifty, Mr. Folsom 
declared, present “grave uncertainties” and 
“potential heavy costs to all social security tax- 
payers.” A majority of the witnesses heard during 
the extended hearings opposed this section of 
the bill, H.R. 7225. 


* * * 


On the eve of the launching of the 1956 Cancer 
Crusade, the Food and Drug Administration issued 
its first public warning of this type in several years 
against the cancer treatment fostered by Harry M. 
Hoxsey. FDA said long and thorough study by it 
and the National Cancer Institute has produced 
“no scientific evidence that the Hoxsey treatment 
has any value in the treatment of internal cancer.” 
FDA said Hoxsey operates clinics at Dallas, Tex., 


and Portage, Pa. 
* * 


Notes: Surgeon General Leonard Scheele has 
been confirmed by the Senate for a third four-year 
term as head of the U. S. Public Health Service 
_.. Chairman Priest of the House Interstate and 
Foreign Commerce Committee has introduced a 
bill transferring from the Civil Aeronautics Board 
to the Civil Aeronautics Authority all medical 
aspects of civil aviation, including pilot examina 
tions. It also authorizes a research program for 
the proposed Office of Civil Aviation Medicine 
_ . . PHS Division of International Health, 
Washington 25, D. C., has a number of ope? 
ings for physicians in foreign posts. 
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(2-methyl-2-n-propyl-1,3-propanedio! dicarbamate) 


LICENSED UNDER U.S. PATENT NO, 2,724,720 


For significant relief in myositis, osteoarthritis, backstrain, and 


related conditions marked by: 


@ Muscle spasm © Stiffness and tenderness 
@ Restriction of motion e Pain 


As a superior muscle-relaxant, EQuANIL offers 
predictable action and full effectiveness on 
oral administration. It does not disturb auto- 
nomic function and is relatively free from 


‘ gastric and other significant side-effects. Its 


anti-anxiety property provides important cor- 

relative value. 

Usual dosage: 1 tablet t.id. The dose may be ad- 
justed either up or down, according 


to the clinical response of the patient. 
Supplied: Tablets, 400 mg., bottles of 50. 





Philadelphia 1, Pa, 





anti-anxiety factor 
with muscle-relaxing action 
...Telieves tension 































































































Michigan joined the first nationwide observance 
of Medical Education Week, April 22-28, with an 
intensive effort which carried to every part of the 
state. 

In its activities MSMS emphasized the steady 
progress of the medical profession in its long-range 
program to broaden medical service throughout 
Michigan, meanwhile calling attention to the 
achievements and problems of Michigan’s two 


Medical Education Week Widely Heralded 
in Michigan 


Four organizations with a primary interest in increasing medical service in 













ernor G. Mennen Williams and the executive office 
of the State Board of Registration in Medicine, 
The opening gun was fired ten days in advance 
when Governor Williams issued a proclamation 
calling for observance of Medical Education Week 
in Michigan (a copy of which accompanies this 
article). Simultaneously MSMS distributed a 
news release to the 400 daily and weekly news. 
papers in the state. 









Michigan were represented when Governor Williams signed his proclamation 
naming April 22-28 as Medical Education Week. Looking over the Governor’s 
shoulder, left to right, are E. C. Swanson, M.D., Secretary of the State Board 
of Registration in Medicine; Walter J. Nungester, M.D., University of Michigan 
Medical School; Kenneth H. Johnson, M.D., Michigan State Medical Society, 
and Gabriel Lasker, Ph.D., Wayne University College of Medicine Drs. Nun- 
gester and Lasker were named as personal representatives by the deans of the two 
medical schools. Dr. Johnson is Vice Speaker of the MSMS House of Delegates. 






medical schools and of the seventy-nine other such 
schools in the nation. With co-operation from the 
University of Michigan Medical School, Wayne 
University College of Medicine, the MSMS Wom- 
en’s Auxiliary and several county medical societies 
—most notably those in Wayne, Saginaw, and 
Genesee in their own communities—the story of 
Medical Education Week was told via newspaper, 
radio, television, movies and speaking appearances 
before community organizations. 

From Lansing the campaign was aided by Gov- 
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MSMS called attention to the beginning of the 
week in half-page advertisements which appeared 
in the Sunday issues of the three Detroit dailies, 
the Lansing State Journal and the Grand Rapids 
Herald, and in the Monday Grand Rapids Press. 
This was followed up by another MSMS news 
release to all 400 Michigan newspapers, accom- 
panied by two illustrations which told the story of 
the state’s increasing number of M.D.’s. 

Still another news story was distributed to 431 


(Continued on Page 634) 
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Comparison of the effect of Raudixin (tranquilizer) and a 
barbiturate (sedative) on the cortical electroencephalogram 
After Raudixin. E.£.G. not altered. 
After barbiturate. Typical ‘“spindling” effect. 
Because barbiturates and other sedatives depress the cerebral cor- 
tex, the sedation achieved is accompanied by a reduction in mental 
alertness. 
Raudixin acts in the area of the midbrain and diencephalon, and 
does not depress the cerebral cortex. Consequently, the tranquiliz- 
ing (ataractic) effect achieved is generally free of loss of alertness. 
of the 
yeared 
= RAUDIXIN 
Rapids 
Press. Squibb Whole Root Rauwolfia Serpentina 
= DOSAGE: 100 mg. b.i.d. initially; may be adjusted within a range of 50 
coe mg. to 500 mg. daily. Most patients can be adequately maintained on 
ory of 100 mg. to 200 mg. per day. 
431 SUPPLY: 50 mg. and 100 mg. tablets; bottles of 100, 1000 and 5000. 
0 
ina SQUIBB Squibb Quality—the Priceless Ingredient oRAUDIKIN’® IS A SQUIBB TRADEMARK 
MS 










June, 1956 


633 
Say you saw it in the Journal of the Michigan State Medical Society 
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Detroit-area publications through co-operation 
between Wayne University and the MSMS 
Detroit Field Office. 


A tape recording of the Governor reading his 
proclamation was distributed to eighty-three radio 
stations throughout the state. It was broadcast 
one or more times by almost every station. A 
series of 10 and 20-second spot announcements 
prepared by MSMS went to every radio and tele- 
vision station in Michigan. These were used 
widely. The four major Detroit stations, for ex- 
ample, used them four or five times daily through- 
out the week. 


Four separate television shows were produced 
during the week. Two were on WWJ-TV, De- 
troit, over the Fran Harris show and featured 
Gordon H. Scott, Ph.D., Dean of Wayne Univer- 
sity College of Medicine, and E. D. Flintermann, 
co-chairman of the Detroit Steering Committee. 
Dean Scott and Mr. Flintermann also appeared 
in a half-hour telecast with Louis H. Bailey, M.D., 
over WTVS, Detroit. An MSMS-sponsored pro- 
gram over WKAR-TV, East Lansing, featured 
E. C. Swanson, M.D., Secretary of the State Board 
of Registration in Michigan. 


During the week the three major Detroit daily 
newspapers ran a total of four comprehensive news 
stories, an editorial and a photograph dealing with 
Michigan’s progress in medical education. ‘Two 
of the news articles were favorably featured in 
Sunday editions. 


High point of the Detroit observance was an 
open house program at the new Medical Science 
Building on the Wayne campus, which was at- 
tended by 500 guests selected from the city’s busi- 
ness, industrial and community leaders. 


In Saginaw and Flint members of the county 
medical societies appeared before a number of 
civic groups and service clubs to outline the prog- 
ress in medical education. 


The MSMS motion pictures “To Save Your 
Life” and “Medical Associates” were shown before 
several audiences as a part of the observance. 


Success of the first Medical Education Week in 
Michigan and in the other states which took an 
active part has prompted discussion aimed at mak- 
ing it an annual event, with even stronger pro- 
motion in 1957. 
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STATE OF MICHIGAN 


Executive Office, Lansing 


PROCLAMATION 
MEDICAL EDUCATION WEEK 


Each of us is aware of the magnificent 
strides medicine has made in improving the 
health of our people. Yet few of us fully 
realize the overwhelming magnitude of research 
and teaching that has been carried on by our 
medical scientists and teachers to bring us to 
this new threshold of physical and mental well. 
being. 


In spite of the fact that the number of 
Michigan medical school graduates has _in- 
creased in the past five years by 67 per cent, 
as compared to the national average of twelve 
per cent, there are still areas in Michigan lack- 
ing in sufficient medical attention simply be- 
cause there are not enough physicians and 
medical associates to meet the demand. Since 
medical schools also participate in the training 
of nurses, public health officers, pharmacists, 
dentists and others in the health fields, ade- 
quate educational facilities are paramount to 
the public interest. 


The Michigan State Medical Society, rep- 
resenting the medical profession, has empha- 
sized this need for more training in our state. 
We must join with them in extending every 
effort to help increase the facilities for medical 
training in order that the advantages of mod- 
ern health care can be translated into every- 
day benefits for all. 


THEREFORE, I, G. Mennen Williams, Gov- 
ernor of the State of Michigan, do hereby 
proclaim the week of April 22 through 28, 
1956, as 


MEDICAL EDUCATION WEEK 


in Michigan, and call upon all citizens to pay 
tribute to the eighty-one medical schools of 
the United States, and particularly to the 
University of Michigan Medical School and 
the Wayne University College of Medicine; as 
well as to inform themselves of the continuing 
needs for expanded and even better medical 
education facilities in our state. 


G. MENNEN WILLIAMS 


Governor 
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new fluoroscope?> 


geta fine ONE... the little more it may cost* 
will pay off handsomely in the long run. A fine 
Picker fluoroscope like this will serve you efficiently 
for many a long year. It is built by the same skilled 
craftsmen to the same high standards as the Picker 
apparatus used in three out of four Medical Schools and 
Teaching Institutions in the U. S. and Canada. 


*You can rent it (or any other Picker apparatus) if you'd rather. 


25 South Broadway, White Plains, N. Y. 


Picker x-ray apparatus is backed by a service organization without 
peer in the field. There’s a local Picker office near you, ready to 
serve you well and promptly in anything having to do with x-ray. 


DETROIT 21, MICH., 8514 W. McNichols Road 

BATTLE CREEK, MICH., 231 Eldred Street FLINT, MICH., 4005 DuPont Street 
— GRAND RAPIDS 8, MICH., 48 Honeoye S.W. PONTIAC, MICH., 38 Spokane Drive 
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HOME SAFETY is stressed in an eight-page 
booklet produced by the Ingham County Medical 
Society in co-operation with the Safety Council of 
Greater Lansing and distributed widely through- 
out the Lansing metropolitan area. The pamphlet, 
well-written and_ illustrated with pen-and-ink 
sketches, has turned into one of the most effective 
PR tools developed by a county society which is 
recognized as one of the leaders in its relations 
with the public. 

Entitled “Home Sweet (?) Home,” the publica- 
tion is built around a 1954 survey of home acci- 
dents conducted by the Preventive Medicine Com- 
mittee of the Ingham society, which indicated an 
alarming increase in injuries around the home 
compared with a decreasing rate in industrial and 
traffic accidents in the Greater Lansing area. 
Causes of 3,277 injuries to children and adults in 
home accidents during 1954 are analyzed, and in 
each category advice is given for prevention of 
such accidents. 

On the back cover is space for listing telephone 
numbers important in an emergency, with instruc- 
tions to keep the booklet by the phone for easy 
reference. 

The home accident survey conducted by the 
Ingham County group is the first such local study 
to come to the attention of MSMS on a subject 
which assumes greater importance each year. Ing- 
ham and Lansing M.D.’s are to be congratulated 
on their community service and PR foresight. 


KINESCOPE OF FIVE PROGRAMS in the 
excellent “Frontiers of Health” television series 
produced by the University of Michigan Medical 
School have been purchased by MSMS and added 
to its growing film library. Topics of the five half- 
hour shows are: Anesthesia, Diabetes, Heart Dis- 
ease, Glaucoma, and Medical Use of Isotopes. 

The kinescopes are available to county medical 
societies for presentation over local television sta- 
tions. Their more likely use is with a regular 
16-mm. movie projector for showing before health 
forums and community groups. Portions of the 
films may be adapted to use in public discussions 
without using the entire 30-minute presentation. 

Requests for their use should be directed to 
Hugh W. Brenneman, Public Relations Counsel, 
at MSMS headquarters in Lansing. 


“LUCK OF THE DRAW” brought a new 
twist to the 1956 Michigan Week observance May 
20-26. Mayor Exchange Day on May 21 found 
two physician-mayors changing spots in this an- 
nual goodwill event. The exchanges are deter- 
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mined by lot and oddly enough Richard G. Bar. 
stow, M.D., Mayor of Gaylord, and Charles Ten 
Houten, M.D., President of the Paw Paw Village 
Council, were selected to change places for the 
day. Both are active MSMS members who believe 
in participating in community affairs. 

Interest in Michigan Week grows year by year, 
MSMS has been in on the planning at the state 
level since the observance was first undertaken, 
and more and more county medical organizations 
are taking advantage of the PR _ opportunities 
which Michigan Week offers. This year William 
J. Burns, MSMS Executive Director, served as 
Chairman of the Mobilization Board which tied 
together the activities of many statewide organiza- 
tions in the observance. 


PR POT-POURRI: “Progress . Because 
Doctors Work Together,” the MSMS indoctrina- 
tion handbook produced under supervision of the 
Public Relations Committee, is now being distrib- 
uted to each new member joining the ranks of 
MSMS. “Medical Horizons,” the weekly 
CIBA medical documentary TV series which ended 
in March, will return to an 85-station national 
network for a minimum of 39 weeks. beginning 
September 9, each Sunday from 4:30 to 5:00 
P.M. . Soon MSMS will provide attractive 
printed copies of the Hippocratic Oath, suitable 
for framing, to each new M.D. as he is licensed 
to practice in Michigan, through an arrangement 
with E. C. Swanson, M.D., Secretary of the State 
Board of Registration in Medicine, and approved 
by The Council of MSMS. . . . MSMS sponsored 
an exhibit at the Annual Meeting of the Michigan 
State Pharmaceutical Association June 5-7 in the 
Civic Auditorium, Grand Rapids, accepting an 
invitation from the state’s organized pharmacists. 
MSPA has exhibited at several recent MSMS 
meetings. 


STATE COLLEGE ENROLLMENT 


There were 123,943 students enrolled in Michigans 
fifty-six colleges and universities this fall. ; 

The Michigan Association of Collegiate Registrars 
and Admission Officers at East Lansing reports a survey 
showed 112,746 enrolled in regular campus courses ane 
11,197 in off-campus courses—but all working toward 
degrees. ; 

The association did not report previous years totals, 
but it is believed the 1955 figure was a record. 

The registrars counted 75,742 men and 37,004 wom- 
en on their campuses. With the exception of the Uni- 
versity of Michigan, which did not report veterans €? 
rolled, there were 13,669 war veterans enrolled under 
the Korean war GI bill and 1,295 under World War 
II laws. 

The total undergraduate enrollment was reported to 


be 82,106. 
]MSMS 
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Mercaptomerin Sensitivity and Insulin Reaction 


during Hyperglycemia in the Same Patient 


Case Report 


By Nelson Taylor, M.D. 
Detroit, Michigan 


—— reactions to Mercaptomerin (Thio- nicking, but no hemorrhages or scars were visible. (Com- 


merin®) have been infrequently reported. ment was made at the initial examination that the 
. , : i * fundi were remarkably good for a person seventy-four 
Insulin reactions in the presence of significant 


h : years old, particularly with twenty-seven years of moder- 
yperglycemia are also rare. Both of these phe- ately severe diabetes.) The tongue was moist; there 


nomena occurred as separate incidents in the was a moderate gingivitis. The neck showed moderate 
patient reported. venous distention and the thyroid gland was average in 

Case History size and consistency. The heart was enlarged to the left, 
rate 90, with a heaving precordium and the apex at the 
anterior axillary line in the sixth intercostal space; 
sounds were somewhat distant and the second aortic 
sound was accentuated; the blood pressure was 135/55. 
The lungs had many coarse, moist rales throughout and 
a few fine crepitant rales at both bases. The abdomen 
was rotund with a moderately large umbilical hernia 
and the liver margin was smooth, firm, regular and 
readily palpable 4 cm. below the right costal margin 
in the right midclavicular line. The back had a moderate 
dorsal kyphoscoliosis. Rectopelvic examination revealed 
marked nodular uterine enlargement. Moderate saphen- 
ous varices were noted on each leg. 

Treatment included placement in an oxygen tent, 
Mercaptomerin intramuseularly, 2 cc. initially and then 
1 cc, daily, digitoxin 0.1 mg. daily, 1200 calorie 500 mg. 
sodium diet with protein 60 gm. and carbohydrate 140 
gm. and protamine zinc insulin 35 units at 7:00 a.m. 
and 7:00 p.m. 

The hospital course was afebrile, there was prompt 
response to therapy, and the patient became quite com- 
fortable lying almost flat in bed. At about 5:00 p.m., 
October 21, 1953, the patient had a severe chill, became 
orthopneic, the temperature rapidly rose to 102° and 
there was a maculopapular generalized skin eruption with 
some cyanosis. Intravenous Benadryl,® 25 mg. was ad- 





































A Religious, aged seventy-four, was admitted to the 
hospital about 5:00 a.m., October 9, 1953, with a chief 
complaint of shortness of breath. There was also sensa- 
tion of a lump in the chest but no true pain and no 
radiation of discomfort. 

Past history included diabetes mellitus for twenty-seven 
years with satisfactory control elsewhere on diet and 
protamine zinc insulin; 70 units in the morning with 
unmodified insulin, 25 units supplemental in the morn- 
ing and 15 units at night. The patient was known to 
have had for many years arteriosclerotic and hyperten- 
tive heart disease for which she had been receiving 
digitoxin 0.1 mg. daily. Previous cholecystogram had 
tevealed cholelithiasis in the gall bladder, and one year 
before admission there had been a right hemiplegia with 
satisfactory motor recovery. 

Physical examination revealed a small, co-operative 
white woman who was very cheerful despite marked 
dyspnea and orthopnea requiring semiupright position. 
The skin was moderately cyanotic, warm and moist with 
“acral and pretibial edema, grade II. Scalp hair was 
Werage, axillary hair sparse, and pubic hair average in 
quantity and distribution. The eyes showed normal 
pupillary response and no lenticular opacities, but the 
Ocular fundi displayed a vein to artery ratio of 4:1 
with increased arterial light reflex and grade II A-V 


miei. ministered with prompt relief and by the following morn- 
From the Department of Medicine, St. John Hospital, ing, the patient was relatively assymptomatic. All medi- 
etroit. cation (supplemental vitamins, siblin, Thiomerin®) was 
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stopped except the digitoxin and protamine zinc insulin. 
Four days later, on October 25, because of dyspnea, 
increasing basal rales and peripheral edema, Mercap- 
tomerin 1 cc, was given intramuscularly at 8:00 a.m. 
Five hours later, at 1:00 p.m., the patient had a severe 
chill associated with orthopnea, cyanosis and a maculo- 
papular eruption followed by fever to 102°. The 
symptoms subsided following Benadryl,® and within 
twenty-four hours the patient became afebrile. 

The patient was maintained on unmodified insulin 
until October 20, when she appeared well stabilized with 
a requirement of about 75 units daily. Thereafter, 
protamine zinc insulin 30 units a.m. and p.m. was 
started. On October 29, there was a moderate insulin 
reaction and PZI was reduced to 25 units morning and 
night. Because of night sweats which the patient said 
had occurred for many years, NPH was tried in lieu of 
PZI on November 4, but the diaphoresis persisted; on 
November 11, there was another mild insulin reaction 
and the dose was decreased to PZI 23 units a.m. and 
p-m., on November 16, to 20 and 20 units. On De- 
cember 11, it was further reduced to 16 units morning 
and night after the patient had been out of the hospital 
for almost a month. 

Adequate diuresis was maintained with the use of 
Diamox® 250 mg. daily. 

Pertinent laboratory findings included an admission 
blood count of 5.60 million red blood cells, 14.8 gm. 
of hemoglobin, 17,800 leukocytes with 88 per cent seg- 
mented and 3 per cent non-segmented neutrophils, 4 
per cent lymphocytes and 5 per cent monocytes. Two 
days later (October 11, 1953), the leukocytosis had de- 
creased to 11,100 with 74 per cent segmented and 2 per 
cent non-segmented neutrophils, 23 per ceat lymphocytes 
and 1 per cent monocytes. The admission urinalysis had 
a specific gravity of 1.016, sugar++, no acetone, trace 
of albumin and urate crystals microscopically. Blood urea 
nitrogen was 14.4 mg. per 100 ml.; carbon dioxide com- 
bining power was 23 milliequivalents per liter; fasting 
blood dextrose was 193 mg. per 100 ml. on admission 
and thereafter varied between 71 and 120 (Somogyi- 
Nelson) with two exceptions: on October 19 and No- 
vember 6, the blood sugar dropped to 34 and 42, as- 
symptomatically. Serum Kahn was negative. 

A chest x-ray study on October 9, 1953 was reported 
as showing marked enlargement of the heart to left and 
to right, severe arteriosclerotic change in thoracic aorta; 


lung fields showed emphysema and grade III cardiac. 


decompensation changes. Subsequent studies on October 
22 and November 20, showed less cardiomegaly and 
less evidence of pulmonary congestion. Upper gastro- 
intestinal radiography was reportedly negative while a 
barium enema showed some hepatic enlargement and 
a calcified structure presumed to be a fibroid in the left 
lower quadrant. 

Electrocardiographic findings were as follows: both 
auricular and ventricular rates were 88 with regular 
sinus rhythm and horizontal position, a P-R interval of 
0.22, QRS of 0.08 and QT of 0.32. A late R wave 
was demonstrated in I and aV1; V4, 5 and 6 had de- 
pressed, cupped and sagging S-T segments with early 
T wave inversion; huge P waves were seen in II, III 
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and aV1 and there were minute Q waves in I, aV1 ang 
V4, 5 and 6. 

Conclusions were: (1) left ventricular hypertrophy 
with damage, (2) auricular hypertrophy, (3) first de. 
gree heart block (delayed A-V conduction), (4) digi 
talis effect. 

At 6:30 a.m., December 26, 1953, the patient wa 
readmitted to the hospital in orthopnea and cyanosis 
with a history of gradually increasing fatigue and known 
ingestion of salt on Christmas. The patient had als 
been continuing to have severe night sweats. At 7:45, 
the patient was very restless; at 7:50, she became more 
severely dyspneic, tremulous, was bathed in excessive 
perspiration and rapidly became unconscious. When 50 
cc. of 50 per cent dextrose were given intravenously, 
there was no response, but at 8:10 a.m. 1 cc. of adrena. 
lin 1:1000 was administered intramuscularly and in 
about twenty minutes, the patient opened her eyes. At 
9:00 a.m., the blood sugar drawn before administra- 
tion of the intravenous dextrose was reported as 496 
mg. per cent with CO, combining power 17 mEq. per 
liter and urea nitrogen, 13 mg. per 1000 Ml. Despite 
the high blood sugar, the patient was clinically in 
insulin reaction and responded to therapy for hypo. 
glycemia. Subsequently, 130 units of unmodified insulin 
in small, frequent, fractional dosage were required within 
the first twenty-four hours. 

An admission electrocardiogram verified the presence 
of a myocardial infarction. However, following this 
dramatic onset there was gradual healing of the infarct 
and gradual decrease in insulin requirement to PZI 10 
units morning and night. On February 20, for peripheral 
edema and dyspnea, Diamox®, 250 mg. daily, was started 
with favorable results. 

During the terminal few weeks, there were gradually 
increasing peripheral edema and ascites, with marked 
respiratory embarrassment. There was rapid onset of 
orthopnea, cyanosis and generalized abdominal pain, 
marked relief with nasal oxygen but many coarse rales in 
both bases and increased peripheral edema. The patient 
was comatose for twenty-two hours, had marked oliguria 
and marked diaphoresis; she expired at 8:00 p.m. May 
12, 1954. 

At the time of readmission, December 26, 1953, the 
red blood cell count was 5.72 million, hemoglobin 143 
gm. and there were 15,700 leukocytes with 92 per cent 
segmented neutrophils, 6 per cent lymphocytes and 2 
per cent monocytes. The next day the leukocytosis had 
increased to 21,200 with 79 per cent segmented and 
13 per cent non-segmented neutrophils, 7 per cent lympho- 
cytes and 1 per cent monocytes. Readmission urinalysis 
showed ++++ sugar, no acetone and a trace of al- 
bumin with 3 to 5 leukocytes per high power field. Blood 
urea nitrogen was 25 mg. per 100 ml.; cephalin-choles- 
terol flocculation was negative after twenty-four and 
forty-eight hours and bromsulfalein test showed 4 per 
cent dye retention at forty-five minutes. Blood dextrose 
on admission, 8:00 a.m. December 26, 1953 was 496 
mg. per 100 ml., at 9:10 a.m., 516 and at 2:30 p.m. 
304. The fasting specimen next morning was 110 and 
the fasting level subsequently varied from 72 to 141, 
On the day of death, it was 140 mg. per 109 ml. o 
blood. 
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The chest x-ray on December 26, 1953 showed marked 
dilatation of the heart with grade III cardiac decom- 
pensation changes. On January 13, 1954, improvement 
was reported and on February 17, 1954, an esophagram 
showed gross cardiac hypertrophy, but the general ap- 
pearance of heart and lungs demonstrated considerable 
improvement. 

The readmission electrocardiogram, December 26, 
1953, showed a regular sinus rhythm with atrioventricu- 
lar rate of 120, P-R interval of 0.22 to 0.24, QRS of 
0.09, QT of 0.28, left axis deviation and horizontal 
position. Since October 9, ST II, III and aVf were more 
elevated and there was more slurring of R over the 
left ventricle. Conclusions were: (1) acute posterolateral 
myocardial infarction, (2) left ventricular hypertrophy, 
(3) first degree A-V block, (4) digitalis effect. Serial 
electrocardiograms showed progressive healing of the 
posterior infarction, but on May 12, 1954, a curve 
showed rate 94, slurred RI, aVl, V5 and 6; Q II, III, 
aVf persist; QS V1, 2, 3; QR V4 and 5; elevated and 
coved ST V1-4 with late T inversion, diminished volt- 
age. 

Conclusions were: (1) old posterior myocardial 
infarction, (2) recent acute anteroseptal myocardial in- 
farction, (3) left ventricular hypertrophy. : 


Autopsy Report 


External Appearance.—The subject was a small, fairly 
well nourished, elderly, white woman. There was a 
slight pretibial pitting edema. A small umbilical hernia 
was present but did not contain bowel. The finger nails 
were moderately cyanotic. There was no other external 
scar, wound, or deformity. 


Head.—The cranial cavity was not entered. 


Neck.—The trachea was in the midline, the thyroid 
gland was not enlarged, and there was no cervical lymph- 
adenopathy. The neck veins were moderately distended. 


Thorax.—(Mediastinum) The structures of the medias- 
tnum were in their normal relationships. 


(Pleural Cavities) Approximately 250 cc. of clear, 
straw-colored fluid were present in each pleural cavity. 
A few dense adhesions were present over the apex of 


the left upper lobe. There was no adhesion in the right 
pleural cavity. 


(Lungs) The lower lobe of the left lung was atelec- 
tatic. At the periphery of the upper lobe of the left 
lung were two sharply demarcated, reddish, wedge-shaped 
infarcts, each measuring 1.5 cm. in greatest dimension. 
At the apex of the upper lobe of the left lung was a 
uny, calcified nodule. The right lower and middle lobes 
Were also atelectatic. The interlobar fissure between the 
"ght upper and middle lobes was obliterated by dense 
adhesions. The upper lobe was pink and airbearing 
throughout. The bronchi were empty. 


(Heart) There was no fluid or adhesion in the peri- 
cardial sac. The heart was moderately enlarged, the 
enlargement being due to left ventricular hypertrophy. 
The left ventricle was also markedly dilated. The epi- 
cardial surface of the entire left ventricle was hemor- 
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rhagically discolored. A large soldier’s plaque was pres- 
ent over the anterior wall of the left ventricle. The 
coronary orifices were patent and all branches of the 
coronary arteries exhibited very advanced sclerosis and 
calcification. The lumen of the anterior descending 
branch of the left coronary artery was completely oc- 
cluded by a fresh, red thrombus 2 cm. from the origin of 
this vessel. The first 1 cm. of the right coronary artery 
contained an old, organized thrombus that had been 
recanalized. Two cm. from the origin of the right 
coronary artery was a recent, red thrombus that com- 
pletely occluded the lumen. The myocardium of the 
entire left ventricular wall, including the septum, was 
almost completely fibrosed. This was in its most severe 
degree in the posterior septal area and in the anterior 
apical area. Intermingled with the firm, white, fibrous 
areas were small, poorly demarcated, hemorrhagic dis- 
colorations. The wall of the anterior portion of the left 
ventricle, just proximal to the apex, was markedly 
thinned to form an aneurysm measuring 3 cm. in diam- 
eter. A small mural thrombus was present at the apex 
of the left ventricle. The mitral valve was markedly 
dilated and was insufficient. There was no gross ab- 
normality of the aortic, tricuspid or pulmonary valves. 
The arch of the thoracic aorta was very markedly cal- 
cified. There was no gross abnormality of the other 
great vessels. 


Abdomen. — (Peritoneal Cavity) Approximately 500 
cc. of clear, straw-colored fluid was present in the peri- 
toneal cavity. Dense adhesions were present in the re- 
gion of the appendix, which was markedly fibrosed. The 
mesenteric lymph nodes were not enlarged. 


(Liver) The liver marking was 2 cm. beneath the costal 
margin. The surface of the liver was smooth. On sec- 
tion, the liver parenchyma was of average consistency 
and exhibits irregular, hemorrhagic, mottled areas. There 
was no true nutmeg appearance. 


(Gall Bladder) The gall bladder contained four small, 
irregular calculi, three of which were impacted in the 
dome of the fundus. The bile ducts were patent. 


(Spleen) The spleen was of average size, and its 
capsule was smooth. On cut section, the parenchyma 
was firm and dark red. An accessory spleen measuring 
1 cm. of diameter was present. 


(Pancreas) The pancreas was very markedly atrophic. 
It, however, exhibited no gross focal lesion. 


(Gastrointestinal Tract) There was no gross patho- 
logic alteration of the gastrointestinal tract which was 
examined from esophagus to rectum. 


(Adrenal Glands) Each adrenal gland was of normal 
size and exhibits no gross focal lesion. 


(Ktdneys) The kidneys were in their normal positions. 
The capsules stripped with ease, leaving slightly granular 
surfaces. The cortices are distinct from the medullae and 
the pelves and calyces were not dilated. 
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(Urinary Bladder) The urinary bladder was void of 
urine and exhibited no gross abnormality. 

(Genital Organs) The genital organs were atrophic. 
A small subserous leiomyoma was present in the fundus 
of the uterus. 


Gross Anatomic Diagnosis.— 
1. Hypertensive and arteriosclerotic heart disease 
(a) Massive old and recent infarction, left ven- 
tricle 
(b) Recent right coronary artery, 
and left anterior descending coronary artery 
(c) Old 
artery 


thrombosis, 


recanalized thrombus, right coronary 
(d) Aneurysm, anterior wall, left ventricle 
(e) Mural thrombus, left ventricle 
(f) Left ventricular hypertrophy and dilatation 
(*) Relative mitral insufficiency 
(h) Anasarca 
(i) Passive congestion, liver 
(j) Recent infarcts, upper lobe, left lung 
2. Diabetes mellitus (Clinical) 
(a) Pancreatic atrophy 
Accessory spleen 
Cholelithiasis 
Healed appendicitis 


> wom & & 


6. Umbilical hernia 


~I 


Healed tuberculosis, left upper lobe 
8. Healed pneumonitis, middle lobe, right lung 


Microscopic Findings.—Sections through the left ven- 
tricle revealed areas in which cardiac muscle had been 
completely replaced by fibrous connective tissue. In the 
area of the aneurysm the ventricle wall was markedly 
thin. Incorporated in these areas of old infarction were 
large areas of vascular engorgement, indicating a recent 
re-infarction. Section through the apex of the left lung 
revealed a dilated bronchus with a chronic inflammatory 
reaction in its wall. In the surrounding lung parenchyma 
were several small, poorly formed, healed tubercles con- 
sisting of fibrous connective tissue and Langhans’ giant 
cells. In the area taken to represent an infarction, at 
the periphery of the upper lobe of the left lung, the 
inner portion of the involved area was lined by fairly 
well-differentiated, neoplastic squamous epithelial cells 
that were well cornified. Well-formed epithelial pearls 
were present. The remaining portion of this lesion con- 


sisted of necrotic tissue and exfoliated squamous-cell. 


carcinoma cells. The central veins of the liver lobules 
were engorged, and the surrounding liver sinusoids con- 
tained increased amounts of blood. There was a slight 
glycogen shift from the cytoplasm of the hepatic cells 
to the nuclei, indicating a terminal diabetic acidosis. 
The pancreas was slightly atrophic, but the islands of 
Langerhans’ were well preserved. The adrenal glands 
appeared normal histologically. Other tissues were with- 
out significant histologic alteration. 


Final Diagnosis: 
1. Hypertensive and arteriosclerotic heart disease 
(a) Massive old and recent infarction, left ven- 
tricle 
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(b) Recent thrombosis, right coronary artery and 
left anterior descending coronary artery 

(c) Old recanalized thrombus, right coronary 
artery 

(d) Aneurysm, anterior wall, left ventricle 

(e) Mural thrombus, left ventricle 

(f) Left ventricular hypertrophy and dilatation 

(g) Relative mitral insufficiency 

(h) Anasarca 

(i) Passive congestion, liver 


2. Diabetes mellitus (Clinical) 
(a) Pancreatic atrophy 
3. Accessory spleen 
4. Cholelithiasis 
5. Healed appendicitis 
6. Umbilical hernia 
7. Healed tuberculosis, left upper lobe 
8. Healed pneumonitis, middle lobe, right lung 
9. Grade II squamous cell carcinoma, left lung 


(Microscopic) 


Comment 


The reaction to Mercaptomerin in this patient 
was established as a definite sensitization by the 
response which was repeated on two separate oc- 
casions. In the second instance, no other factor 
could have been involved. It was also proved to 
be allergic in the rapid alleviation of symptoms 
following intravenous Benadryl." 

Reactions to mercurials have been reviewed by 
Harris,! and the comment is made that they may 
constitute febrile paroxysms usually associated with 
chills and have previously been reported to occur 
repeatedly in the same patient thus establishing the 
causal relationship. Cutaneous phenomena ap- 
peared in a few patients, usually erythema, which 
was transient but in one instance the process con- 
tinued to exfoliation. Reactions seldom follow the 
initial injection but often occur about the sixth 
or seventh time (our patient had received twelve 
daily doses). The severity is usually independent 
of the dose given but when mild symptoms occur, 
they contraindicate further therapy with the same 
mercurial. Such symptoms are slight chilliness 
mild elevations in temperature and_ transient 
erythema. However, hypersensitivity to one mer 
curial does not necessarily contraindicate the use 
of others. Skin testing is rarely helpful although 
desensitization may be valuable. 

Reeves? mentions a severe febrile reaction fol- 
lowing a chill with the use of Meralluride. Sub- 
sequently, Thiomerin® was used without difficulty. 

Many articles have stressed the lack of toxicity 
of Thiomerin.®**° Brimi™ states: “for all prac 
tical purposes, systemic reactions to Thiomerin® 
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do not exist. Occasional instances of nausea, 
muscle cramps and weakness secondary to rapid 
electrolyte loss occurred.” 

Weissman and Gelfand’? report in detail one 
case in which reactions to Thiomerin® occurred 
three separate times marked by fever, pruritic 
erythematous eruption and circulatory collapse. 
The patient recovered with the use of antihista- 
minic agents, fluids and sedation. 

The other extremely disturbing feature in the 
control of this case was the appearance of severe 
and profound insulin reaction progressing to coma, 
responding to treatment for hypoglycemia. After 
recovery it was discovered that the process had 
occurred in the presence of hyperglycemia in the 
range of 500 mg. per 100 ml. of blood. 

Many reports have emphasized the protean na- 
ture of hypoglycemic reactions and there is no 
unanimity of explanations as to their cause. The 
known causes have been listed by Benjamin’: 
inuloma, panhypopituitarism 
ease), hypoadrenocorticism, hypothyroidism, liver 
dysfunction, functional “hyperinsulinism” and ex- 
ogenous insulin. 

While the intracranial contents were not ex- 
amined at autopsy in this patient, the thyroid and 
adrenal cortices were normal suggesting that the 
anterior pituitary was intact despite the fact that 
necrosis, atrophy or other failure of the anterior 
hypophysis could explain the decreasing insulin 
requirement. 

Wauchope’s'* review of the literature included 
one case of a forty-six-year-old diabetic who reg- 
ularly had hypoglycemic symptoms with fall of 
the blood sugar from 320 to 280 mg. per 100 cc. 
of blood. In contradistinction, another case is 
recorded with no symptoms despite a fall of blood 
sugar from 328 to 53 mg. per 100 cc. of blood in 
five hours. There have been frequent reports of 
blood sugars in children under twelve years of 
30 to 25 and assymptomatic. Rice (in Wauchope’s 
article?) reported one juvenile diabetic walking 
around and Benjamin’ another with blood sugars 
too low to read. 

Since blood sugar levels vary widely with and 
without symptoms, the oft repeated dictum is re- 
emphasized: when there is doubt as to the etiology 


of coma in a diabetic, give dextrose; insulin may 
be fatal 


Alexander’ reports the sudden development of 


a series of 


> severe hypoglycemic episodes in a dia- 
etic fa 


itly well controlled for nineteen years. 


June, 1956 


(Simmond’s_ dis- 


Death resulted from extended hypoglycemia and 
necrosis of the pituitary was found thus simulat- 
ing the Houssay phenomenon. 


Musser and coworkers’® studied fourteen dia- 
betics with frequent “insulin reactions” and found 
that reactions unaccompanied by hypoglycemia 
were common; all patients were anxious; all pa- 
tients were hyper-reactive to two minutes of hyper- 
ventilation; the symptoms incurred by overbreath- 
ing reproduced in these patients their typical 
symptoms of “insulin reactions.” John’? had pre- 
viously made parallel observations. 


An excellent summary of presumed mechanisms 
of action of insulin and of hypoglycemia on the 
central nervous system has been presented by 
Murphy and Partell.1* They considered the possi- 
bilities that insulin per se is toxic to brain cells, 
that hypoglycemia is accompanied by changes in 
the electrolyte balance but incline to the view 
that brain cells suffer from carbohydrate depriva- 
tion and resultant anoxia since the clinical and 
pathological effects of prolonged anoxia are simi- 
lar to those resulting from hypoglycemia. 


In addition to the above which is’ summarized 
as diminished metabolite supply (reduction in 
glucose and oxygen), Fazekas'® remarks a depres- 
sion of cerebral enzyme systems with lowered rate 
of cerebral oxygen consumption since the brain 
obtains its energy almost exclusively from oxida- 
tion of glucose. 


Maddock and Krall*® differentiate two types of 
insulin reaction: the adrenalin like reaction due to 
rapid acting insulin with symptoms of sweating, 
hunger, tremor, weakness, palpitation and possi- 
ble progression to abnormal behavior, diplopia, 
convulsions and unconsciousness; the central nerv- 
ous system type is due to long acting insulin and 
manifest by headache, nausea, visual and speech 
disturbances, mental confusion, personality changes 
with laughing and loud talking, anxiety or de- 
pression and crying; automatic behavior may en- 
sue with twitching, athetoid movements, grim- 
acing or mask like facies; a hemiplegia may ap- 
pear or there may be convulsions and if un- 
treated, progression will eventuate in coma and 


death. 


Fabrykant and Bruger*! have pointed out that 
the rate of utilization of carbohydrate by the 
brain must be measured by the rate of cerebral 
consumption rather than by the rate of supply. 
Thus, decrease in brain sugar and blood sugar do 
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not necessarily greatly affect a brain whose car- 
bohydrate requirement is low. 

Conn”? has remarked that most observers be- 
lieve it is the rapid fall in blood sugar rather 
than the final level reached that accounts for the 
reaction usually ascribed to hypoglycemia. How- 
ever, Fabrykant”® studied the arteriovenous (ca- 
pillary-venous) distribution of sugar in twelve 
patients with clinical histories of spontaneous hy- 
poglycemia. Intensity of hypoglycemic episodes 
correlated with the level of “arterial” (capillary) 
blood sugar and rate of fall of the blood sugar was 
not the deciding factor. 

Goodman**** has analyzed insulin reactions in 
diabetic patients remarking that 81% were at- 
tributable to the protamine group. In this pa- 
tient, it is possible that depots of incompletely 
utilized protamine zinc insulin may have sudden- 
ly become effective. Consistent with the view of 
Fabrykant,”! the brain may have become adjusted 
to hyperglycemic level and then with sudden drop 
have manifest symptoms. In any event, the insulin 
reaction was proved by response to adrenalin 
which induces release of glycogen from the liver 
and the hyperglycemia was proved by requirement 
of 130 units of insulin in twenty-four hours. 

Rudnikoff** indicated that insulin can increase 
effects resulting from carotid sinus stimulation 
without the presence of hypoglycemia. The hor- 
mone may affect the vagus center so that ordinary 
impulses from any part of the body to it can pro- 
duce exaggerated response. Thus syncopal! and 
cardioinhibitory effects may be noted and may be 
eliminated by the use of atropine. 

Himsworth*’ has suggested that labile diabetes 
may be a direct result of the imposition on clinical 
medicine of chemical standards of normality with 
disregard for the patient. As a corollary, Barach”® 
remarked that heart attackes have been precipi- 


tated during hypoglycemia in patients who are 


overzealous to keep sugar-free. In this instance 
however, had the chemical reports dictated ther- 
apy, insulin would have been used first. The myo- 
cardial infarction was present on admission as 
demonstrated by the initial electrocardiogram. 

An interesting animal study by Coulson and 
Hernandez”® showed that injected glucose is re- 
moved from the blood stream of the alligator at a 
very slow rate. This rate is determined by the 
temperature of the animal and is a function of 
the metabolic rate. One unit of insulin per gram 
of body weight produces an immediate state of 
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“shock” which lasts a few hours. This condition 
occurs during a period of hyperglycemia. A ec. 
cond state of “shock” which is due to hypogly. 
cemia occurs more than a day later. The initial 
“shock” may simulate the insulin reaction in this 
case in the presence of hyperglycemia. 

In a group of fifteen labile diabetics, Fabry. 
kant*° demonstrated electroencephalographic ab. 
normalities in 80% and severely disordered pat. 
terns consistent with convulsive tendency or focal 
pathology in almost half the patients. In three, 
genetic factors were present and in one, there was 
typical epilepsy. The distorted patterns in the 
remaining patients were attributed to disturbed 
brain function resulting from repeated severe 
insulin reactions. Abnormal electrocerebral activity 
reduced the threshold for insulin reactions, in- 
creased their intensity and lowered their respon- 
siveness to carbohydrate therapy. It also produced 
pseudohypoglycemic reactions occurring in ab- 
sence of critical hypoglycemia. Effectiveness of 
anticonvulsant drugs in such problems was con- 
firmed. 

The autopsy report of squamous cell carcinoma, 
left lung was an incidental finding. The patient 
was not known to have ever smoked. 


Summary 


1. An allergic reaction to Thiomerin® occurred 
and was repeated following a second dose of Thi- 
omerin.® Response to antihistamine therapy was 
prompt each time. 


2. In the same patient, severe insulin reaction 
proceeding to profound coma occurred in the 
presence of hyperglycemia (496 mg. dextrose per 
100 ml. of blood). Recovery followed treatment 
for hypoglycemia. 
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VA REPORT SHOWS MEDICAL VOLUME FOR FISCAL YEAR 


On June 30, 1955, Veterans Administration was 
operating 118,608 hospital beds. In the preceding 
year, the daily patient load averaged 106,682 (91 per 
cent of capacity), and 40 million patient days of care 
were provided. Thirty-eight per cent were admitted for 
teatment of service-connected disabilities. Total of 
61,390 beds were reserved for care of psychiatric and 
neurologic patients, with an additional 1,604 benefici- 
anes accommodated in non-VA institutions. These are 
a few of the facts on veterans’ medical and _ hospital 
‘rvices contained in VA's latest fiscal year report. 


Tn 1954-55. hospital admissions totaled 498,187 and 
discharges, 194,668. Turnover rate was slightly above 


Jung, 1955 


previous year but well below peak year for turnover, 
which was 1949-50. 

A high proportion of psychiatric and chronic cases 
is reflected in figures which disclose that on November 
30, 1954, 64 per cent of all patients hospitalized had 
been on rolls more than 90 days and 49 per cent for 
more than one year. Thirty-two per cent had been 
hospitalized more than five years. 

Outpatient medical services, limited to service-con- 
nected cases, were given to 2,156,000 veterans by VA 
staff physicians and fee-basis private practitioners. Great- 
ly reduced by action of Congress, outpatient dental 
treatment was received by 268,000 veterans.—W.R.M.S., 
April 24, 1956. 



















































Silicosis 
A New Aid in the Diagnosis of Silicosis 


HILE silicosis is a fairly common disease, it 

is frequently quite difficult to make a definite 
diagnosis unless one has an unequivocal history of 
exposure to silica dust and classical chest x-ray 
findings. Even then there is usually a great dif- 
ference of opinion as to what constitutes an ade- 
quate exposure history because many individuals, 
even when exposed to an atmosphere containing 
silica apparently do not develop silicosis. Con- 
cerning the chest x-ray there is also a great dif- 
ference of opinion. 

Crystalline silica is not the only toxic dust that 
can cause damaging fibrosis of the lungs. It is 
known that silicates such as asbestos, talc, mica, 
and soapstone can also do this. Quite recently 
beryllium has been added to the list. 

As the chest x-ray in these dust diseases may 
simulate tuberculosis, sarcoidosis or other chest 
diseases, a more accurate method to aid in the 
differential diagnoses of lung diseases is needed. 

Since the lymphatic drainage of the lungs is 
upwards into the neck, inhaled particles might 
be carried into the lower cervical region and de- 
posited in the lymph glands of the area. The 
nodes located near the junction of the internal 
jugular and subclavian veins have been called the 
anterior scalene nodes. Since anterior scalene 
node biopsy has become a widely accepted pro- 
cedure to aid in the diagnosis of intrathoracic 
diseases it would seem feasible to examine these 
nedes for silica. 


Technique of Anterior Scalene Node Biopsy 


The technique of operation for the anterior, 


scalene lymph nodes is somewhat tedious but 
when carefully performed carries no operative 


risk or complications. In seventy-two anterior 


scalene node operations performed during the 
past year there have been no complications. It 
can be performed as an out-patient procedure. 


Presented at Michigan Trudeau Society meeting, 
Veterans Administration Hospital, Ann Arbor, Michigan, 
November 10, 1955. 

Dr. Summers is thoracic surgeon to Sunshine, Butter- 
worth and Blodgett Hospitals. 

He is now on active duty U. S. Navy as LCDR MC 
USNR, U. S. Naval Hospital, St. Albans, L. I., N. Y. 
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By John E. Summers, MD. 
Grand Rapids, Michigan 





There are no contraindications to the operation, 
It is of great value in the diagnosis of sarcoidosis, 

As a rule the patient is given 114 grains of 
nembutal one hour prior to operation and 10) 
milligrams of Demerol just before the operation, 
I have been having the patient drink a glass of 
half milk and half cream before surgery to fa- 
cilitate in the location of the main lymph ducts 
in the neck. If the thoracic duct is injured this 
can readily be detected by the flow of chyle and 
the duct can be ligated. The cervical portion of 
the thoracic duct has been ligated on several oc- 
casions without sequellae. 

Under local anesthesia (1 per cent procaine) a 
1'4 to 2 inch incision in a skin crease in the neck 
above the clavicle and centering over the lateral 
border of the sternocleidomastoid muscle is made. 
The incision is carried down through the skin, sub- 
cutaneous tissue and playtsma muscle. One or 
two small vessels may require ligatures. Using 
three small thin bladed retractors held by two 
assistants the dissection is carried down into the 
fat pad over the anterior scalene muscle. The 
dissection may be quite time consuming due to 
the presence of large veins especially to a large 
external jugular vein although the transverse 
cervical veins are frequently large also. The an- 
terior scalene muscle is indentified by palpation 
with the tip of the finger introduced into the 
depths of the wound. The amount of retraction 
required to permit dissection at the lower end of 
the anterior scalene muscle depends upon the 
width of the clavicular portion of the sternocle- 
domastoid muscle. 

Any nodes in the fat pad anterior to the scalene 
muscle are removed. Removal of the fat pad when 
it does not contain visible nodes has been unre- 
warding. It is best that the nodes be dissected out 
and sent alone to the pathologist. The patholo- 
gist also prefers to receive non-crushed nodes. 
The best results are obtained by strong retrac 
tion of the lower end of the sternocleidomastoid 
muscle and deep dissection beneath the clavicle. 
The closer the nodes are to the juncture of the 
subclavian and internal jugular veins the better 
the résults. In the depths of the wound a black 
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node may be indistinguishable from a portion of 
a large vein; here palpation will be helpful. 
persists in the dissection usually a large node 
can be pulled up from beneath the clavicle. The 





PATIENTS 
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WHOSE ANTERIOR 
SILICA BY X-RAY DIFFRACTION ANALYSIS. 





ing is applied. The skin sutures are removed in 
four days. 

The lymph nodes are then divided into three 
portions: one portion in formalin for x-ray dif- 


If 









SCALENE LYMPH NODES CON- 








Patient 





| 


Exposure to Dust 


= 





Clinical Diagnosis Remarks 





1. 2. F 
68 yr. old 
oY: m. 
cs 

"5 yr. ‘old 
w. 

2. A. 'M. 
50 yr. old 
w. m. 


4, FP ¥ 
61 yr. old 
w. m. 







5. &..e. 
72 yr. old 
negro. 


6. HF. J. 
73 yr. old 
w. m. 

7. i. R. 
60 yr. old 
w. m. 

8. C. B. 
73 yr. old 
w. m. 


9. A. R. 
69 yr. old 
w. Mm. 

10. S. S. 
60 yr. old 
w. Mm. 

1. A. B. 
60 yr. old 
w. Mm. 

12. D. M. 

72 yr. old 
w. Mm. 

13. G. B. 

51 yr. old 
w. Mm. 

14. M. Z. 
67 yr. old 

15. p G. 


61 yr. old 
w. m. 








































16. G. S. 

53 yr. old 
w. m. 

17. L. E. 
65 yr. old 
w. m. 

16. J. KE. 
69 yr. old 
w. m. 
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Foundry worker 
28 yrs. Quit 3 yrs. | 
ago. | 
Molder in foundry | 
for 9 yrs. 
40 yrs. ago. } 
Sand blasting for | 
3% yrs. | 


Foundry worker for | 
3% yrs. On sand- | 
ing belt in furni- | 
ture factory 20 yrs.) 

Cleaner in railroad | 
shops (used sand | 
blasting) for 30 yrs.| 


| 
Farmer | 
| 
| 


Tool and die maker; 
did much grinding | 
most of life. 

Lathe worker in 
brass for 8 yrs.; 
miter sawyer for 
28 yrs. 

Molder in foundry 
for 40 yrs. 


Foundry worker 
for 35 yrs. 


Foundry worker 
for 17 yrs. 


Foundry worker 
for 10 yrs. 








Foundry worker 
for 11 yrs. 


Cleaner in railroad 
shops for 33 yrs. 


1 yr. in cement 
plant. 17 yrs. on 
sanding machines 
in furniture 
factories. 

Foundry worker 

for 16 yrs. 





Fired boilers and 
shoveled coal for 
19 yrs. Farmer. 

Sand blasting for 10 
yrs. Plasterer by 
trade. 





Far advanced 


Only one positive T.B. test (on 7-23-54 
silico-tuberculosis. 


positive on slide.) In San. from 
8-10-54 to 2-24-55. Out- -patient now. 

All sputa neg. for T.B. In San. 
10-22-54 to 12-21-54. 

Out-patient now. 

All sputa positive T.B. since 8-24-54. 
Known silicotic since 1932. Received 
course of cortisone in 1954. In San. 
since 8-21-54. 

Sputa positive for T.B. in Nov. 
only. In San. since 11-9-54. 


Far advanced 
silicosis. 


Far advanced 
silico-tuberculosis. 


Far advanced 


54 
silico-tuberculosis. 


Far advanced 
silicosis. Autopsy 
showed no tuber- 
culosis. 

Fibrosis of lungs 


All sputa (5-24-54 to 6-15-55) neg. 
for T.B. Died 7-5-55. Autopsy shows 
no evidence of T.B. 


All sputa neg. for T.B. (4-2-53 to 






























with emphysema. 


Fibrosis .of lungs. 


7-30-55). 


In San. 12-13-54 to 4-16-55. 


Out-patient now. 


Sputa Oct. 


54 neg. for T.B. 


Out-patient. 


Chronic cough. 


Fibrosis and 
emphysema of 
lungs. 


Sputa Aug. & Sept. ’54 positive for 
T.B. In San. 8-24-54 to 3-9-55; 
expired—no autopsy. 


Far advanced 


All sputa positive for T.B. since 
silico-tuberculosis 


7-6-53 to 10-25-55. In San. since 
7-10-53. 

Sputa neg. in 3-17-52. Positive for 
T.B. since 12-12-54. In San. 
since 12-8-54. 

Sputa neg. 2-9-51 to 8-24-54. 
Out-patient. Complains of cough, 
dyspepsia, weakness. 

Sputa neg. for T.B. in May of ’54 

and March ’55. Out-patient. 


Far advanced 
silico-tuberculosis. 


Silicosis 
Fibrosis of lungs. 


Silico-tuberculosis Sputa positive for T.B. in March ’55. 


Now in Muskegon San. 








Silico-tuberculosis. Sputa Positive for T.B. in June & 


ct. ’53. Neg. since. In San. 6-22-53 
to 11-26-54. Now out-patient. 
Sputa positive for T.B. in Aug. & 
Sept. 53. Neg. since. In San. 
9-9-53 to 9-18-54. Now out-patient. 


Silico-tuberculosis. 


Silico-tuberculosis. Sputa positive T.B. since 1948. 


In San. since 3-25-55. 











Fibrosis of the lungs.| Sputa neg. 4-11-55. Out-patient. 


Silicosis. All sputa neg. In San. 4-21-55 to 


| 
| 
| 5-13-55. Out-patient. 
| 










ation proceeds. 
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phrenic nerve is usually demonstrated as the oper- 
On the left side the cervical por- 
tion of the thoracic duct is frequently dissected 

When the nodes are adherent to the thoracic 
duct, the latter may be ligated and divided. 

In two patients, one of whom had a bilateral 
(peration, I failed to secure enough lymph node 
0 be of diagnostic value. 

After the node or nodes have been secured the 
Wound is washed out and closed in layers using 
ine intern ipted cotton sutures. A pressure dress- 


fraction analysis; one portion in formalin for mi- 
croscopic examination and cross polarization 
and one portion in saline for bacterial 
and fungi studies. These latter include cultures 
for aerobic and anaerobic bacteria, for fungi and, 
slide, culture and guinea pig 


bacilli. 


studies: 


studies for tubercle 


Bacterial Studies 
The cultures for aerobic and anaerobic bac- 


teria and fungi were all negative for pathogenic 
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organisms. In two patients with far advanced silica sparticles be found. As cross polarization 
pulmonary tuberculosis tubercle bacilli were iso- can detect particles down to Y2 micro in size 
lated from the anterior scalene nodes. these results would indicate that in no case, even 


—-. | 








J.T. 
g-30- S/ 



























Fig. 1. Case 1 (J. T.) Table I. Chest Fig. 2. Case 2 (C. S.) Table I. Chest 
x-ray of a sixty-eight-year-old white man x-ray of a _seventy-one-year-old white 
who had worked in a foundry for twenty- man who was a molder in a foundry for 
eight years. Sputa positive for tubercle nine years. Sputa negative for tubercle 
bacilli. Scalene node positive for silica bacilli. Scalene node positive for crystal- 


by x-ray diffraction analysis. line silica by x-ray diffraction analysis. 
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Figs. 3 and 4. Case 3 (A. M.) Table. I. Chest x-rays of a fifty-year-old white man 
who worked for three and one-half years sand blasting cleaning railroad cars. His sputa 
became positive for the first time for tubercle bacilli in 1954. His anterior scalene node 
was positive for crystalline silica by x-ray diffraction analysis. 






Microscopic Studies in those unequivocal cases of far-advanced sili- 
Microscopic examination of these lymph nodes cosis, are particles larger than 1% micron in siz 


in all cases was done and only in one case did to be found in the anterior scalene nodes. 

the node reveal the typical silicotic nodules. An- 
thracosis was a frequent diagnosis. X-Ray Diffraction Analysis 

Cross Polarization Studies The results of x-ray diffraction analyses ol 

Cross polarization of the nodes was performed these anterior scalene nodes are divided into two 

in each case and in no case could evidence of groups: (1) (Table I) those patients whose a? 
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rior scalene lymph nodes contain crystalline During the early part of the experiment the silica 





‘izati ‘ A ; 
' ton slica, and (2) (Table II) those patients whose was reported as being either present or absent. 
in : em ® 

_ anterior scalene lymph nodes do not contain As the work developed silica was reported as being 
ce even : 1 pas : : A 

- evstalline silica. present in a large amount, or an intermediate 

\l- 4- 5} 
Fig. 6. Case 5. (R. B.) Table I. Chest 


Fig. 5. Case 4 (P. V.) Table I. Chest 
x-ray of a sixty-one-year-old white man 
who worked in a foundry for three and 
one-half years. Following this he worked 
for twenty-one years in a furniture fac- 
tory mainly sanding wood on a motor 
driven sanding belt; he also ground tools 
each day. Sputa positive for tubercle 
bacilli. The scalene node is positive for 
crystalline silica by x-ray diffraction 
analysis. 


x-ray of a seventy-two-year-old Negro 
who worked for thirty years in railroad 
shops as a cleaner of boilers. In this 
work he did much sand blasting. All 
sputa negative for tubercle bacilli. The 
anterior scalene node was positive for 
crystalline silica by x-ray diffraction 
analysis. He expired on July 5, 1955; 
autopsy showed anthracosilicosis with no 
tuberculosis. 






























































> &. 
3+/5-52, 
: (2.-b 43% 

a Figs. 7 and 8. Case 10 (S. S.) Table I. Chest x-rays of a sixty-year-old white man 

ced silt- who had worked in foundries for thirty-five years. Sputa negative for tubercle bacilli in 
in size 1952 but positive in 1954. Note the increase in the size of the nodules in the lungs 
. after the development of tuberculosis. The scalene node was positive for crystalline 

silica by x-ray diffraction analysis. 

Group 1 (Table I) amount, or a small amount, or a trace, or as being 
ilyses ol In this group there are eighteen patients whose absent. There should be a quantitative relation- 
into two @ “"terior scalene nodes were found, by x-ray. dif- ship between the amount of silica present in the 
hose an- ‘action analyses, to contain crystalline silica. lungs and in any given set of lymph nodes. 
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Fig. 9. Case 1{ (A. B.) Case 
Table I. Chest x-ray of 4 aed 
sixty-year-old white man ff“. 
who had worked :n found. @ ™s 9 
ries for seventeen years, All nosis 0! 
sputa negative for tubercle 
bacilli. The scalene node 
was positive for crystalline 
silica by x-ray diffraction 
analysis. 


Fig. 10. Case 12 (D. M) 
Table I. Chest x-ray of g 
seventy-two-year-old white 
man who had worked in a 
foundry for ten years, All 
sputa negative for tubercle 
bacilli. The scalene node 
was positive for crystalline 
silica on x-ray diffraction 
analysis. 


Figs. 11 and 12. Case 14 
(M. Z.) Table I. Chest 
x-rays of a sixty-seven-year- 
old white man who had 
worked for thirty-three years 
for a railroad cleaning fire- 
pots and boilers. Sputa posi- 
tive for tubercle bacilli in 
1953. Note the degree of 
clearing of the chest x-ray 
from 1953 to 1954 while the 
patient was in the sanatori- 
um being treated for tuber- 
culosis. His scalene node 
was positive for crystalline 
silica by x-ray diffraction 
analysis. 


A study of the case abstracts in Table I will 
show that usually a person must have far-advanced 
silicosis before crystalline silica can be detected 
in the anterior scalene nodes. 

Case 6.—H. J., a seventy-three-year-old white man, 
presents an interesting feature, in that while he was a 
farmer all of his life, his chest x-ray revealed fibrosis 
and emphysema of the lungs, and his anterior scalene 
uode was faintly positive for crystalline silica by x-ray 
diffraction analysis. 


Group 2 (Table II) 
In this group there are twenty-one patients 
whose anterior scalene nodes did not contain silica 
by x-ray diffraction analysis. Most of these people 


have not been exposed to what we generally think Fig. 13. Case 15 (J. G.) Table I. 


of as an atmosphere contaminated with appreci- 
able amounts of silica. It will be noted (Table 
II) that a few persons of this group have worked 
in an atmosphere possibly contaminated with toxic 
amounts of silica. These latter cases are as fol- 
lows: 
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Chest x-ray of a sixty-one-year-old white 
man who worked for one year in a 
cement plant and for seventeen years 
in a furniture factory mostly on a sand- 
ing machine sanding furniture. Sputa 
positive for tubercle bacilli. A faint 
amount of crystalline silica was found 
in the anterior scalene node by x-ray 
diffraction analysis. 








A. B,) 
y of a 
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Case I1—G. K., a fifty-two-year-old Negro, had 


yorked for about one years in coal mines and steel worked in foundries for about 20 years. Chest x-rays 
mills and for two years in a foundry. A clinical diag- showed severe fibrosis and emphysema. It would seem 
nosis of silico- tuberculosis had been made. His sputa that this man should certainly have silicosis (he has 


TABLE MII. PATIENTS WHOSE ANTERIOR SCALENE NODES DO NOT 
CONTAIN CRYSTALLINE SILICA BY X-RAY DIFFRACTION ANALYSIS. 
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Case 6.—K. R., a sixty-seven-year-old white man, had 
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33 yr. old | 
w. f. 
19. LW. | 
32 yr. old 








Factory engineer Sarcoidosis. 

















w. *.. | 

20. C. | None Probably 
8 yr. Pia } tuberculosis. 
w. girl | 

2h. & ¥. | Welder for 4 yrs. Possibly sideros 
32 yr. old || 


Ww. m. 











| | 
Patient Exposure to Dust | Clinical Diagnosis Remarks 
| 

\. .. Foundry worker | s Silic o-tuberculosis. Sputa neg. for T.B. 7-13-50 to 11-7-52; 
52 yr. old for about 3 yrs. positive for T.B. 10-30-53 and 
negro 11-27-53. Neg. since. In San. 

7-10-50 to 7-22-50 and 12-30-53 to 
4-2-55. Now out-patient. 

2. F. MM. None Sarcoidosis. All sputa neg. for T.B. In San. from 
27 yr. old 1-29-55 to 4-23-55. Out-patient now. 
negress | T.B. or Sarcoidosis? 

a &. 2. Foundry worker Pulmonary Sputa positive for T.B. in Aug. ’54; 
44 4 old | for 4 yrs. tuberculosis. neg. since 8-2-54. 

w. | 

"G. None Pulmonary Sputa positive on Oct. ’54 only. 
46 yr. old tuberculosis. Neg. since. In San. 12-20-54 to 
w. m. } 9-23-55. Now out-patient. 

5. M.N. | Worked 10 yrs. in | Possibly early Sputa Oct. 49 and Jan. ’55 neg. 
74 yr. old | hard coal mines; | silicosis. for T.B. Out-patient. 

w. m. | 15 yrs. in soft coal. | so 

6. &. @. | Foundry worker | Tuberculosis; Sputa positive for T.B. from 4-11-50 
67 yr. old | for 20 yrs. | marked fibrosis to 10-3-55. In San. since 5-9-52. 
w. m. | | and emphysema. 

a 2 Foundry worker Pulmonary Sputa positive for T.B. since 5-12- 
37 yr. old | ‘for 6 yrs. | tuberculosis. In San. since 5-10-54. 
negro 
. C.W. | None | Pneumonitis Sputa neg. for T.B. in ’54 & 55. 

41 yr. old | ° Out-patient. Loeffler’s syndrome 
w. m. | (13% eosinophilia). 
6... 3. %. | Foundry worker | Fibrosis and Sputa neg. for T.B. 9-27-51. 
60 yr. old for 3 yrs. emphysema of Out-patient. 
w. m. | | _lungs. 

10. R. K. | None | Enlarged left No sputa studies. Out-patient. 

56 yr. old | | hilum. 
w. m. | 

a. ¥.. ME. | None | Pulmonary Sputa positive for T.B. in June & 
51 yr. old tuberculosis. Aug. ’54; neg. since. In San. since 
w. m. ; 8-17-54. 

2. J.B. Some buffing, | Pulmonary Sputa positive for T.B. 8-18-53 to 
44 yr. old | polishing and fiber-| —_ tuberculosis. 1-14-55. In San. Aug. 5, ’53 to 
w. m. | glass exposure 9-5-55 A.M.A. 

for yrs. 
13. A. C. | None | Patchy infiltrate Sputa neg. in Jan. & Feb. ’55. 
31 yr. old } in lungs of Out-patient. 
negress / unknown cause. 
— We None | Pulmonary Sputa positive for T.B. 1-15-55 to 
60 yr. old | tuberculosis. 8-1-55. In San. since 1-13-55. 
negro 

15. A.W. | None | Heart disease. Out-patient. Has loud heart 
25 yr. old | murmer. 
negress 

16. R. S. None | Enlarged hilar Sputa in April ’55 neg. Hospital 
50 yr. old nodes. employee. 
we. 

2. oY. | Saw mill worker Mid-line lethal | All sputa neg. for T.B. Exposed in 

58 yr. old granulomatosis. | May ’55. Autopsy—Mid-line 
w. m. | lethal granulomatosis. 
7. J. | None | Sarcoidosis. Sputa neg. for T.B. April ’55. 




















Out-patient. Sarcoidosis. 





Sarcoidosis. Out-patient. 














Gastrics neg. for T.B. in March & 
April ’55. In San. 3-9-55 to 4-30-55. 
No change in mediastinal mass. 
On T.B. drug therapy as out- -patient. 
is. Sputa neg. for T.B. in Feb. ’55 
Welder by trade. Out-patient. 











Was positive for tuberculosis. Bilateral anterior scalene 
node biopsy was done and each time silica was not 
found by x-ray diffraction analysis. 

Case 3.—M. N., a seventy-four-year-old white man, 
had worked in hard coal mines for ten years and in 
‘lt coal mines for fifteen years. His chest x-rays were 
‘ompatible with a diagnosis of early silicosis. His an- 
rior scalene node was negative for crystalline silica 
by xray diffraction analysis. 
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sputa positive for tuberculosis) but his scalene nodes 
were negative for crystalline silica by x-ray diffraction 
analysis. 


Failure to Secure Adequate Lymph Nodes 

In two patients who probably have silicosis as 
gauged by the history and chest x-ray findings 
I was unable to find enough lymph node to be 
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Figs. 16 and 17. Case 1 
(G. R.) Table II. Chest x- 
rays of a fifty-two-year-old 
Negro who had worked for 
about two years in dusty 
trades and then for about 
two years in a _ foundry. 
Sputa positive for tubercle 
bacilli. The clinical impres- 
sion was silico-tuberculosis. 
Bilateral scalene node ex- 
amination for crystalline sili- 
ca was negative by x-ray 
diffraction analysis. 





of any diagnostic value. In one of these men I 


did a bilateral operation (at different times). 


Mediastinal Lymph Nodes 

In twenty-two instances hilar or mediastinal 
lymph nodes obtained at routine autopsy or at 
operation were subjected to study. In fourteen 
instances crystalline silica was detected by x-ray 
diffraction analysis. This would indicate that sub- 
micronic crystalline silica is commonly present 
in the mediastinal lymph nodes of the general 
population. Since submicronic crystalline silica is 
so commonly present in the air one wonders at 
what particular point significant pathological 
changes commence in the lungs. 


In the light of present information some addi- 


tional work needs to be done on the relationship 


of particle size and pathology in the lungs. In 
the usual methods of dust counting now employed 
the minimum particle size which can be counted 
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Figs. 14 and 15. Case 1¢ 
(G. S.) Table I. Chest x-ray 
of a fifty-three-year-old white 
man who was a molder in a 
foundry for sixteen years, 
Sputa positive for tubercle 
bacilli. Crystalline silica was 
found in the scalene node 
on x-ray diffraction analysis, 
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Fig. 18. Case 5 (M. N.) Table II. 
Chest x-ray of a seventy-four-year-old 
white man who had worked for ten years 
in hard coal mines and for fifteen years 
in soft coal mines. Sputa negative for 
tubercle bacilli. His scalene node was 
negative for crystalline silica by x-ray 
diffraction analysis. 
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under the microscope is in the order of 4 micron. 
It is now believed that the particles below 
micron in size are more effective in producing 
sbrosis of the lungs. It may well be that the 
diferent chest x-ray pictures seen in cases of 


be obtained and a standardized x-ray diffraction 
analysis technique should be worked out. 
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Figs. 19 and 20. Case 6 (K. R.) Table II. Chest x-rays of a sixty-seven-year-old 
white man who worked for twenty years in foundries. Sputa positive for tubercle bacilli. 
The anterior scalene node was negative for crystalline silica by x-ray diffraction analysis. 


silicosis are due to different types of fibrosis due 
to a difference in the size of the inhaled particles. 


Summary 


This study indicates that when crystalline silica 
is found to be present in the anterior scalene 
nodes by x-ray diffraction analysis that this is 
strong confirmatory evidence for the existence 
of silicosis. This does not apply to the intra- 
thoracic hilar lymph nodes. This crystalline silica 
detected in the anterior scalene nodes is submi- 
cronic in size and cannot be detected by cross 


polarization. In order to secure good results a 
deep cervical node (anterior scalene node) must 


with the encouragement of the medical director, H. D. 
Ireland, M.D. 

The X-ray diffraction analyses were made possible 
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work being done under the direction of J. C. Soet, 
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of Industrial Health of the Michigan Department of 
Health, Lansing, Michigan. 

The microscopic and cross polarization examinations 
of the tissues were made by A. C. Payne, M.D., chief 
pathologist, the Blodgett Memorial Hospital, Grand 
Rapids, Michigan. 

The bacterial studies were carried out under the 
direction of Grace Eldering, M.D., director of the 
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FREE HOSPITAL SERVICE PROPOSED 


Rep. Dingell (D-Mich.) is proposing free hospitaliza- 
tion for everyone over sixty-five who receives social se- 
curity benefits. 

Dingell said he would introduce a bill today to carry 
out his proposal. 

Under Dingell’s plan, the cost of sixty days’ hospi- 
talization in a semi-private room would be paid from 
the social security trust fund. Dependents of insured 


aged persons and survivors of insured persons also would 
be eligible for hospitalization under his plan. 

Dingell estimated the plan eventually would cost half 
a billion dollars a year, but said it was financially 
possible because income from social security taxes has 
been growing faster than payments out of the trust 
fund.—Detroit Free Press. 

Like Father, like Son.” 

























































HE progress in diagnosis and therapy of so- 
matic disease has been tremendous during the 
past decade. Infectious diseases were eradicated 


by preventive immunization. The antibiotics and 
various hormones are the great benefactors of the 


suffering mankind today. 

The therapeutic advances in psychiatry have 
lagged far behind those achieved in general medi- 
cine. ‘The work and theory of Freud, Jung, Adler, 
Adolf Meyer, and Sullivan have greatly improved 
our understanding of human behavior. The dis- 
coveries and contributions of psychoanalysis have 
greatly facilitated the treatment of the psycho- 
neuroses. Federn, Fromm-Reichmann, and Rosen 
have advocated psychoanalytical technique for the 
treatment of psychosis, but the results are rather 
discouraging. In the state hospital setting where 
the majority of the patients are psychotics, the 
treatment of this group of patients offers a great 
challenge to the clinical psychiatrist, and we shall 
limit our discussion in the present paper to con- 
sideration of psychosis. The therapeutic problem 
in psychosis remains still acute despite the intro- 
duction of various somatic and chemical treat- 
ment methods. 

The first to advocate somatic treatment in mod- 
ern times was Meduna from Budapest. He intro- 
duced metrazol shock therapy in 1933. This was 
followed by insulin coma in 1936, worked out by 
Von Sakel from Vienna. Cerletti and Bini from 
Italy added electro-convulsive treatment to the 
therapeutic tools of the psychiatrist in 1938. 

The first to advocate sleep therapy was Wolf in 
1901, then Klaesi at Berne, Switzerland, in 1922. 
In France, Richet and Jolly used tribromethanol. 
The Russians® have been practicing prolonged 
sleep therapy in the assumption that psychosis is 
due to exhaustion of the nervous system and put- 
ting the central nervous system to rest would result 
in a cure. 


Parts of this paper were read at the bi-annual meeting 
of the Michigan Association of State Hospital and Clini- 
cal Physicians at Newberry, Michigan on May 27, 1955. 

Dr, Dukay is associated with the Ypsilanti State Hos- 
pital. 
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Chlorpromazine in the Treatment 
of Chronic Psychotic Patients 





By Alexander P. Dukay, MJ. 
Ypsilanti, Michigan 


History 

Recent investigations have focused attention op 
the autonomic nervous system, the diencephalon, 
and the adrenal pituitary axis. What role the 
above structures play in the etiology of psychotic 
illness is a matter of great debate and investiga. 
tion. It is an established fact, however. that in 
psychosis, particularly schizophrenia, we find many 
signs of a marked autonomic imbalance. | 

Delay, Deniker, and Harl' became interested in 
the work of Laborit® on the neurosympathetic sys- 
tem and on methods of artificial hibernation. They 
noted that artificial hibernation seemed to com- 
bine putting the nervous system to sleep with re- 
frigeration of the organism. The authors mention 
that refrigeration and sleep cures have already 
been proposed in psychiatric therapy with various 
degrees of success. They stress not only the theo- 
retical, but the practical difference between the 
therapeutic narcosis and _ artificial hibernation 
where the sleep is not the main effect but only 
contingent. In hibernation therapy, the main pur- 
pose is the relaxation of the excited neuroauto- 
nomic system without, necessarily, the sleep effect. 
Complete hibernation is not commonly used in 
psychiatry; and, in the majority of the cases, only 
pharmacodynamic hibernation has been practiced 
using a single neuroplegic, chlorpromazine. 


Pharmacology 

Chlorpromazine is 10(-3 dimethylaminopropy))- 
2chlorophenothiazine hydrochloride. It is primar- 
ly a central nervous system depressant, a vagolytic, 
sympathaticolytic and adrenolytic drug. It also 
has a mild antispasmodic effect. As an ammonium 
compound, it readily diffuses into nervous tissue. 
It potentiates the effects of hypnotics, sedatives, 
narcotics, anesthetics, alcohol, and antispasmodics. 
The chief site of its action is the hypothalamus, the 
reticular substance of diencephalon and mesen- 
cephalon and to a lesser extent the ganglia and 
the peripheral nervous system. Laborit® speaks 
about “a synaptic breach between the cortex and 
the diencephalon effecting a kind of pharmaco 
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logical lobotomy with resulting quieting of the 
higher centers.” There is a marked difference 
between surgical and pharmacodynamic lobotomy. 
There are marked personality changes after the 
operative procedure with loss of drive, responsi- 
bility, and feeling tone. The chemical lobotomy 
does not result in a “minus” personality. 


Therapeutic Uses 


Chlorpromazine has been widely used with very 
favorable results in clinical conditions such as 
nausea, vomiting, intractable hiccoughs, manage- 
ment of intractable pain, in radiation sickness, in 
delirium tremens, in chronic alcoholism, and in the 
withdrawal treatment of drug addiction. 

The French workers, Delay, Deniker, and Tar- 
dieu.2 saw excellent results in manic states which 
were refractory to electro-convulsive treatment. 
They advocate two to four weeks of treatment to 
obtain favorable results in schizophrenia with 
agitation, aggressiveness and particularly where 
marked anxiety predominated. Catatonic stupor 
did not show any fundamental improvement in 
their experience. 

Staehelin and Kielholz,'® from Switzerland, saw 
remarkable improvement in acute catatonic schizo- 
phrenia and observed the improvement in chronic 
catatonia. They observed improvement in the 
manic as well as in the depressive phase of manic 
depressive psychosis. The authors stressed the fact 
that the most beneficial results are obtained where 
free-floating anxiety predominates. 

Lehmann and Hanrahan from Montreal’®" re- 
ported about seventy-one and 283 psychiatric pa- 
tients, respectively. They found chlorpromazine to 
be of specific advantage in the control of almost 
any kind of severe excitement including catatonic 
schizophrenia, schizo-affective psychosis, epileptic 
clouded states, organic-toxic confusional states as 
observed in uremia and senile psychosis. They saw 
particular benefit in manic and hypomanic states. 

Winkelman'® studied 142 patients including 
sixty-five psychoneurotics and twenty-one senile 
patients. The patients who exhibited severe an- 
xiety and tension states responded especially well 
to the treatment. In senile patients, he noted that 
alter three to seven days of treatment one-half of 
the patients became aggravated. However, the 
reatment was continued and dramatic beneficial 
effects were seen. 

Kinross-Wright®> found chlorpromazine a 
therapeutic advantage over electro-convulsive treat- 
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ment in manic phases of manic depressive psy- 
chosis. He found in 251 patients the following 
results after a course of chlorpromazine: 55.8 per 
cent remission, 15.9 per cent much improved, 21.9 
per cent improved, and 6.4 per cent unimproved. 
Most of the patients became more accessible to 
psychotherapy and would discuss their deep-seated 
emotional problems more freely. 

Elkes and Elkes,? from England, reported on 
twenty-seven chronic agitated psychotic patients. 
These patients were used as their own control. 
Chlorpromazine and identical inert placebo tablets 
were alternately given over varying periods. Rec- 
ords were kept independently by the medical day 
and night nursing staffs. The results were evalu- 
ated in the retrospective examination of the rec- 
ords of each patient. Twenty-five per cent of the 
patients were considered to be definitely improved 
and thirty-eight per cent slightly improved. Pa- 
tients in the affective group appeared to respond 
slightly better to the treatment than patients with 
schizophrenia. No significant improvement was 
noted in the three patients suffering with senile 
dementia. The results were subtle rather than 
dramatic. The patients became quieter, less tense, 
less disturbed by their hallucinations and more 
amenable to the suggestions and care of the nurs- 
ing staff. 

Winnik and L. Tennenbaum,?® from Israel, re- 
ported on twenty chronically ill psychotic patients. 
Fifty per cent showed remarkable improvement, 
25 per cent moderate improvement, and 25 per 
cent slight 
therapy. 


improvement after chlorpromazine 

E. Weber,’* from Switzerland, compared reser- 
pine and chlorpromazine treatment on thirty-three 
patients. He found parenteral reserpine less pain- 
ful and fewer side-reactions from chlorpromazine. 
The therapeutic results of the two drugs were 
about equal. 

D. Goldman‘ reported in 597 psychotic patients 
a remission rate ranging from 1.0 to 34.1 per cent, 
depending on duration of illness and length of 
treatment. 

The treatment results of the quoted authors are 
presented in Table I. 


Material and Method 
Our study consisted of forty-eight patients, 
twelve female, and thirty-six male. The selection 
was based chiefly on presence of symptoms of 
aggressiveness, motor and psychomotor hyper- 
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activity, and marked anxiety. Most of the patients 
were on the chronic wards and had undergone 
extensive somatic treatment in the past. 

We tried to investigate the effect of chlorproma- 
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Careful day-by-day observation of the patient js 
more useful than any rigid rule. Caution should 
be exercised in patients over sixty years of age, 
We start such patients with 25 mg. three times 




















TABLE I. SUMMARY OF THERAPEUTIC RESULTS 
No. of In Percent 
Author Patients Remarks 
*O0 1 2 3 4 
Lehmann 283 48 Manic Depressive, Manic 
39 54 Schizophrenics ill less one month 
Kinross-Wright 30 42 48 Schizophrenics 
251 6.4 21.9 | 15.9 | 55.8 
Elkes and Elkes 27 38 25 
Tennenbaum 20 25 25 50 
Goldman 197 51.3 39.1 8.6 1.0 | 2 months or less treatment 
| 303 20.5 47.2 | 17.5 | 14.8 | 2 months or more treatment 
| 97 5.2 27.8 | 32.9 | 34. | 1954 admissions 




















*0—No Improvement 


1—Slight Improvement 
2—Moderate Improvement 


3—Marked Improvement 
4—Recovery 


zine on the delusional material, hallucinations if 
present, hostility reactions, motor and psychomotor 
activity, and anxiety. Sleep and eating habits were 
observed by the ward personnel and recorded on 
a special chart which listed all possible complica- 
tions. We endeavored to see each patient at least 
every other day. The patients followed regular 
hospital ward routine while receiving chlorproma- 
zine. They were allowed to participate in the 
regular ward activities except that they had to 
be in bed and under observation for one and one- 
half hours after receiving each of the first eight 
intramuscular injections of chlorpromazine. The 
patients were allowed to lie down any time if they 
felt sleepy or light-headed. Urine specimens were 
analyzed for bile every other week. Blood pressure 
was checked daily for a week until we established 
that the patients were not hypotensive reactors. 
Complete blood counts were taken routinely every 
week in the beginning of our investigation. Later, 
this was discontinued because we saw no signifi- 
cant changes in the counts. 


Dosage 

We have been using chlorpromazine since July, 
1954. At the beginning of our investigation, we 
used daily oral doses of 75 mg. up to a maximum 
of 200 mg. We soon found that this dosage level 
was inadequate, and we increased the dosage 
quickly to 600 and 800 mg. daily to obtain the 
desired quieting effects. 

Chlorpromazine dosage must be individualized. 
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daily and increase the dosage every other day by 
25 to 50 mg. 

Hypertensive patients’ blood pressure should be 
followed very carefully because a sudden marked 
drop might produce a coronary or cerebral throm- 
bosis. We observed in one fifty-two-year-old, very 
hyperactive, hallucinated, male patient a sudden 
drop of blood pressure from 200/110 Hgmm to 
120/80 Hgmm within two days after oral chlor- 
promazine treatment was instituted with 300 mg., 
daily. No complications were observed in this 
case, however. 

We started patients on oral medication when- 
ever possible. Unco-operative or very disturbed 
patients received trial doses of 25 mg. of chlor- 
promazine in 4 cc. of 4 per cent procaine N/S 
intramuscularly as a starter dose. We increased 
the dose in four hours to 50 mg. every six hours. 
If no marked drop of blood pressure occurred, the 
third day we gave 100 mg. of chlorpromazine 
intramuscularly every six hours until the patient 
was willing to take oral medication. The blood 
pressure and pulse were checked, thirty minutes 
and ninety minutes after each parenteral dose. 
Generally, it was necessary to continue parenteral 
administration for two to three days before chang- 
When substituting oral 
medication for parenteral, we increased the daily 
dosage by 100 mg. 

We started patients on 100-mg. tablets orally 
three times daily, and increased this dose within a 
few days to the therapeutic level of 600 to 800 
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mg. daily. Only one patient’s daily medication 
reached 1,000 mg. a day. Therapeutic level was 
maintained for five to six weeks. Then, the dose 
was gradually tapered off over a four-week period. 
















TABLE II. 
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CLASSIFICATION AND DEGREE OF IMPROVEMENT 


nostic categories. While 10.4 achieved recovery, 
27.1 per cent did not show any improvement. 


At the first glance, this appears rather discour- 


aging. However, if we take into consideration that 
























































Manic Schizo- Chronic Brain Miscel- 
Improvement Depressives phrenias Syndromes laneous Total % 
Female} Male | Female| Male |Female} Male | Female} Male 
No Change 1 = 1 10 + 1 = — 13 27.2 
Slight Improvement —- | — 1 1 | — | 3 1 1 7 | 14.6 
Moderate Improvement 1 1 4 ‘J —_ 5 —— | 1 19 39.6 
Marked Improvement = — 1 1 a» | 2 -— -= 4 8.3 
Recovery 1 1 — 2 —_— 1 — — 5 10.4 
Totals i eta} | 11 1 2 | 48 |100.0 











The longest period of treatment was 180 days, and 
the shortest was four days. Two patients developed 
jaundice and had to be discontinued from treat- 
ment although one had shown marked early im- 
provement. 


paranoid features, we had to discontinue chlor- 
promazine administration after sixteen days and 
twenty-nine days, respectively, because they be- 
came increasingly suspicious and resistive in taking 
the tablets. The first patient was on 800 mg., and 
the second patient was on 600 mg. daily. We were 
wing 25-mg, tablets at that time, and this meant 
that the first patient had to take thirty-two tablets 
daily; and the second patient had to take twenty- 
four tablets daily. 

Paranoid patients had to be watched very closely 
because they attempted to hide the tablets under 
their tongue. On several occasions, tablets were 
discovered hidden in the patient’s pocket despite 
the vigilance of the nursing personnel. 





















Results 





The following criteria were used for the various 
degrees of improvement: 

|. Slight: Decrease in the intensity of disturb- 
ig symptomatology resulting in slightly better 
ward adjustment. 








2. Moderate: Subjective improvement with the 
persistence of delusional material. 
3. Marked: Disappearance of all subjectively 
disturbing symptomatology with minor residuals 
of psychotic material. 

#. Recovery: The re-establishment of pre-psy- 
chotic psychic functioning. 

Table II presents the result of chlorpromazine 
"tatment in forty-eight patients including all diag- 
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In two schizophrenic patients with marked ° 


all patients were “therapy fast’”—were ill for many 
years and had received adequate somatic treat- 
ment and supportive institutional treatment with- 
out benefit—the result might be viewed with more 
optimism. It is, also, true that we have included 
in this report five patients treated only four to 
twenty-nine days because they remained very resis- 
tive towards oral and parenteral therapy or de- 
veloped jaundice. It is noteworthy that when we 
started to use chlorpromazine, we first treated 
eleven patients for three months; only 9.0 per cent 
remained unimproved, 27.2 per cent achieved re- 
covery. Later on, patients with extremely poor 
prognosis were started on chlorpromazine. Con- 
sequently, the recovery rate dropped by two-thirds. 

If we consider the data from a slightly different 
viewpoint and group those showing moderate and 
marked improvement with the recovered, we find 
that 58.3 per cent were appreciably helped and 
41.7 per cent showed slight improvement or re- 
mained unchanged. 





Affective Psychoses—We found chlorpromazine 
to be dramatically effective in cases of manic de- 
pressive psychosis, manic phase with euphoria, 
motor and psychomotor hyperactivity. Patients 
showing paranoid and/or depressive elements did 
not respond so favorably. In such cases, we com- 
bined chlorpromazine with electro-convulsive ther- 
apy. It is our impression that chlorpromazine is 
not effective in depressions, and electroconvulsive 
treatment remains the therapeutic choice. 


Schizophrenias—We treated patients showing 
symptoms of catatonic excitement by rapidly in- 
creasing doses of chlorpromazine. If they did not 
show a marked improvement after three weeks, we 


667 


































































































































































































































































































added a full course of electro-conclusive treatment 
and continued to give chlorpromazine for an addi- 
tional two-month period. 

Many patients showing paranoid symptomato- 
logy did very poorly on chlorpromazine. They 
incorporated the drug into their delusional system. 
Their attitude towards the drug might represent 
their feelings toward the attendant or nurse giving 
out the medication or toward the physician pre- 
scribing the medication. The attitude of the ward 
personnel and ward physician toward the patients 
is of paramount importance. 

We did not use chlorpromazine in conjunction 
with insulin coma. On theoretical grounds, we feel 
chlorpromazine replaces insulin coma therapy. 


Complications 


1. Hypotension.—Chlorpromazine has a hypo- 
tensive effect. This is more pronounced on abnor- 
mally elevated blood pressure than on normal 
blood pressure. Rea, Shea, and Fazekas‘ reported 
seven cases of acute hypotension in 300 patients. 
The treatment consisted of administration of 1 per 
cent phenylephrine hydrochloride by slow intra- 
venous drip method after the patients were placed 
in a Trendelenburg position. Six of these patients 
recovered from the shock state, but the seventh 
patient died several days later with acute adrenal 
insufficiency. They recommend that not more 
than 25 mg. of chlorpromazine should be given 
intramuscularly at first, and the blood pressure 
should be watched for a one-and-one-half-hour 
period after the medication is given. If there has 
been no change or only a moderate fall in the 
blood pressure, the dose might be gradually in- 
creased to 100 mg. if necessary. 

We encountered only one acute hypotensive 
reaction in this series. The patient, a forty-seven- 
year-old man with a chronic brain syndrome asso- 
ciated with syphilitic meningoencephalitis, had re- 
ceived a six-week course of parenteral and oral 
chlorpromazine in October and November, 1954, 
with moderate improvement. A relapse manifested 
by agitation, depression, attempts of self-mutila- 
tion and insomnia occurred three weeks after the 
discontinuance of chlorpromazine. Therapy was 
reinstituted with 100 mg. of chlorpromazine par- 
enterally every eight hours. The patient went into 
acute shock four hours after the fourth dose. The 
shock was ushered in by profuse watery diarrhea, 
cold, clammy skin; and a rectal temperature of 
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96.8°. Blood pressure and peripheral pulse could 
not be obtained. Respiration was reduced to 10 
per minute. The patient was listless but reacted 
to strong mechanical stimuli. He was placed in a 
Trendelenburg position and covered with warm 
blankets. Prompt vigorous treatment with 4 ce, 
of norepinephrine in 1,000 cc. 5 per cent glucose 
in distilled water intravenously resulted in prompt 
recovery without any complications. 


2. Jaundice——Jaundice is a very unpleasant 
complication of chlorpromazine treatment. Its 
appearance is not related to age, sex, physical 
condition, dosage level or route of administration, 
It appears generally abruptly with temperature 
elevation and grippe-like symptoms. Vague gas- 
trointestinal complaints, nausea, and even vomit- 
ing may occur. Several days later jaundice be- 
comes apparent with or without hepatic tenderness 
which lasts approximately three weeks. The liver 
function studies are similar to those of obstructive 
jaundice with elevation of serum bilirubin, ele- 
vated alkaline increased serum 
cholesterol concentration, and bile in the urine. 
There has been no significant abnormality of the 
flocculation test, serum albumin globulin ration, 
cholesterol esterification, prothrombin time, or of 
the glucose tolerance test. Elevated eosinophil 
count in the peripheral blood has, also, been noted 
in a few cases. Liver biopsy specimens reveal a 
characteristic picture of bile stasis in the biliary 
canaliculi with varying degrees of inflammatory 
infiltration. After recovery, liver function tests and 
liver biopsy specimen did not disclose any residual 
hepatic damage.**7¢ 


phosphatase, 


We observed two cases of jaundice, an incidence 
of 4.1 per cent. In both cases, jaundice came on 
with grippe-like symptoms on the thirteenth and 
fourteenth day of treatment and cleared up within 
three to four weeks. We discontinued the drug 
promptly at the onset of the grippe-like symptoms 
and have not attempted to retreat these patients. 


3. Drowsiness—Drowsiness occurred in a num- 
ber of patients. This side effect was alleviated by 
amphetamine preparations. 


4. Allergic Reaction—Allergic skin reactions 
have been reported mostly of the urticarial type 
and all have cleared promptly by adding antihista- 
mine preparations to the therapeutic regime. We 
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encountered two cases of papulo-macular skin 
reaction which promptly subsided when 50 mg. of 
diphenyldramine 4 times daily was added to the 
chlorpromazine. 


(a) Contact dermatitis: Personnel handling 
chlorpromazine solution reportedly’? developed 
contact dermatitis. We did not see any cases of 
this complication. Strict handling of the solution 
avoiding any contact is prophylactic. 


(b) Photosensitivity: We saw two cases of in- 
flammatory skin reactions limited to the exposed 
parts of the body, the face, hands, and neck. The 
erythema subsided without peeling in four days. 
Antihistamine and nicotinamide in doses of 50 
mg. three times daily are recommended for two 
weeks. Patients taking chlorpromazine should 
avoid intense prolonged exposure to sunshine. 


5. Agranulocytosis—Agranulocytosis has been 
reported recently in a few cases.* We did not 
encounter this complication. ' 


6. Parkinsonism.—Parkinsonism has been _ re- 
ported as frequently and subjectively troublesome 
but objectively a minor side-reaction. 

We have not seen any typical case of Parkinson- 
ism with cogwheel mascular resistance and rigidity, 
pill-rolling tremor, steppage gait, and drooling of 
saliva. However, in five cases, we observed marked 
mask-like facies. The patients appeared, suddenly, 
much older and lacked mimetic expressions. One 
patient complained of difficulty in speech. The 
reactions occurred at a dosage level of 400 to 800 
mg. daily. In none of these cases did we reduce 
or discontinue the drug because of the side-effect. 


7. Gastrointestinal Symptoms.—We saw eight 
patients complaining of diarrhea and_pyrosis. 
Symptoms were easily controlled by administra- 
tion of Kaopectate 15.0 grams three times a day 
and Trisogel 15.0 grams after meal. Some pa- 
tients complained of constipation. This respond- 
ed well to 30 cc. of mineral oil at bed time. Three 
patients complained about the bitter taste when 
the tablet was allowed to dissolve in their mouth. 


Contraindications 


There are very few contraindications. Chlor- 
promazine is contraindicated in any type of in- 
flammatory disease because it blocks the sympa- 
thetic defense mechanism of the organisms. This 
is of special significance in the elderly patient 
where pneumonitis might complicate chlorproma- 
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zine medication. Also, it should not be given in 
state of central nervous system depression such as 
barbiturate intoxication, acute alcoholic intoxica- 
tion, or coma of any origin. 

Caution should be exercised in regard to patients 
with known liver disease. In such patients, urine 
should be checked twice weekly for the presence 
of bile. Chlorpromazine should be promptly dis- 
continued if bile appears in any urine specimen. 
Patients suffering from allergies should be watched 
carefully while they are receiving chlorpromazine 
therapy. Patients suffering from cardiovascular 
disease have to be under constant medical super- 
vision because of the possibility of coronary or 
cerebral thrombosis. 


Chlorpromazine versus Reserpine 


We have treated four female patients with chlor- 
promazine who had received previously 2.0 mg. 
of reserpine orally, daily, for three months without 
any beneficial results. Two were classified as 
schizophrenic reaction, chronic undifferentiated 
type with obsessive compulsive symptoms. One was 
suffermg from a chronic brain syndrome with 
mental deficiency with psychotic reaction. She 
showed extremely violent and destructive behavior. 
One patient with an involutional psychotic reac- 
tion manifested extreme agitation, depression, and 
constant moaning. All four of these patients 
showed improvement after six weeks of intensive 
chlorpromazine treatment. The improvement was 
slight in the involutional psychotic reaction, mod- 
erate in one of the schizophrenic patients, and 
marked in the other two patients. None of these 
patients achieved recovery. The last two patients 
were considered for lobotomy. 


Summary and Conclusions 


Chlorpromazine is a central nervous system de- 
pressant acting chiefly on the reticular substance 
in the diencephalon and midbrain. It alleviates 
anxiety in an unique fashion strengthening the ego 
in its effort of personality reintegration resulting 
in more adequate social readjustment. The degree 
of improvement is dependent on multiple factors. 
Just to mention a few: pre-psychotic ego structure, 
level of regression, persistence of external pre- 
cipitating factors, and availability of supportive 
therapies. 

We have presented a comprehensive review of 
literature appearing on chlorpromazine. The inter- 
pretation of therapeutic results ranges from cau- 
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tious expectations to enthusiastic optimism. The 
evaluation of the results lacks uniformity. What is 
regarded as “social recovery” by some investigators 
is regarded by others as “moderate improvement.” 
Some investigators regard a decrease in the fre- 
quency of physical restraints as a criterion of im- 
provement. We have never used physical restraints 
at the Ypsilanti State Hospital since it was opened 
twenty-four years ago. 

We have treated forty-eight chronically ill, psy- 
chotic patients with various diagnostic classifica- 
tions with chlorpromazine for an average period 
of ten weeks. 

Individualization of dosage is important. The 
usual therapeutic dosage was between 400 and 
800 mg. daily. Of the patients receiving the above 
treatment, 58.3 per cent showed changes ranging 
from moderate improvement to recovery; 41.7 
per cent showed only slight or no improvement. 

Recent reports®*?® advocate a prolonged treat- 
ment up to nine months with dosages up to 3,000 
mg. daily. Prolonged treatment with high doses 
might proportionally increase the favorable thera- 
peutic results. 

In a few cases, dramatic improvement was evi- 
dent within three weeks. In these cases, the re- 
sult was directly proportionate with the degree of 
drowsiness and unconditional acceptance of the 
treatment routine by the patient. In most cases, 
the results were rather subtle and gradual. A 
few patients became less inhibited and verbalized 
traumatic material freely. 

Based on the literature and on our own observa- 
tion, we believe that: 


1. Drug therapy offers a tremendous advance 
in psychiatric treatment by rapidly relieving dis- 
tressing symptoms and by alleviating anxiety in 
a unique fashion. Seclusions rooms, the so-called 
“padded cell,” are rapidly becoming obsolete. 


2. The therapeutic planing of psychosis should 
be based on dynamic understanding of the causa- 
tive factors. Somatic treatment and drug therapy 
should be formulated according to presenting 
symptoms, i.e., anxiety, depression, elation, hos- 
tility, aggression, suspiciousness, withdrawal rather 
than according to diagnostic classification. 


3. Chlorpromazine should be recommended in 
the treatment of marked anxiety, motor and psy- 
chomotor hyperactivity with or without euphoria, 
obsessive, compulsive symptoms, somatic delu- 
sions, regardless of diagnostic categories which 
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might include organic brain syndromes, involy. 
tional melancholia, schizophrenic reaction with 
catatonic excitement, manic depressive psychosis, 
manic or hyomanic state, and psychoneurotic re. 
action anxiety state. 

4. Reserpine is the drug of choice in the treat. 
ment of withdrawn, hostile, suspicious, resistive, 
and aggressive patients because of its euphorizing 
properties regardless of diagnostic categories which 
might include organic brain syndromes associated 
with arteriosclerosis, personality trait and pattern 
disturbances, schizophrenic reaction with catatonic 
stupor and/or paranoid type. 

5. In depressions chlorpromazine has not been 
effective. Reserpine is contraindicated. Electro- 
convulsive treatment remains the treatment of 
choice. Chlorpromazine might be administered 
simultaneously with electro-convulsive therapy to 
prolong or prevent relapses. Agitated depressions 
are an exception and chlorpromazine treatment is 
recommended. 

6. Combined chlorpromazine reserpine treat- 
ment should be recommended where one drug 
alone has not been completely satisfactory. 

7. Drug therapy does not replace psychother- 
apy and supportive treatment procedures such as 
occupational therapy, recreational therapy, and 
“hospital atmosphere;” on the contrary, it mo- 
bilizes many regressed, “unreachable” patients for 
the above treatment facility. 

8. Reserpine is preferred to cholorpromazine 
in cases where prolonged parenteral administra- 
tion might be necessary because it is less painful 
and simpler to administer. 

9. The supervision and administration of the 
drug place an added responsibility and work-load 
on the nursing personnel which is offset by the 
personal gratifying experience of seeing “hope- 
less” patients getting well. 


Acknowledgment 
Chlorpromazine 10(-3 Dimethylaminopropy!) -2 
chlorophenothiazine hydrochloride was generously 
supplied by Smith, Kline and French Laboratories, 
Philadelphia, Pennsylvania. 
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Surgery of the Gall Bladder 





‘~ ENERALLY speaking, good to excellent re- 

sults are obtained nowadays in patients af- 
ficted with disease of the biliary tract. In those 
cases which, unfortunately, must be recorded as 
surgical failures, the causes are structural hazards. 
The surgeon is confronted by such hazards from 
the moment the abdominal incision is made to the 
time when the last suture is placed in the wound. 


Observations and Discussion 


Even such obvious aspects as the patient’s 
weight and height are initially important, since 
lection of an incision adapted to bodily con- 
figuration insures adequate exposure of essential 
anatomy in the region of the gall bladder.+ Three 






examples will suffice to illustrate these relation- 
ships: 


















1. A long, narrow torso is usually associated 
with an elongated liver; and, as a consequence, with 
a gall bladder situated low in the abdominal cav- 
ity. A low right rectus incision, in such a case, 
will expose the essential anatomy without the 
necessity of dislocating the liver out of the ab- 
domen and without injury to vessels and ducts. 

2. For the patient with average torso, a right 
paramedian incision provides satisfactory exposure 
for exploration and manipulations essential to 
removal of the gall bladder, exploration of the 
common bile duct, or exposure to the duodenal 
ampulla. 











3. In the case of the short, obese patient, a 
long oblique incision gives ample exposure direct- 
ly over the anterior margin and inferior surface of 
the liver. 

The full significance of the selections is 
realized when specimens of liver are studied. 





Read at the ninetieth annual session, Michigan State 
Medical Society, Grand Rapids, September 28-30, 1955. 
Dr. Anson is Professor of Anatomy, Northwestern 
University Medical School. 





These and other related features are instructively 
oR by Dr. Manuel E. Lichtenstein in Modern 
Medicine. August, 1955, pages 73-81. 

Jung, 1956 


Anatomical Considerations in 


By Barry J. Anson, Ph.D. (Med. Sc.) 
Chicago, Illinois 



















From even the most cursory examination of lab- 
oratory specimens, it becomes evident that surgical 
approach to the inferior surface of the gland can- 
not be a standardized maneuver; both shape and 
size are subject to great variation.* 

Turning, now, to a consideration of more criti- 
cal anatomical features, it may be said without 
hesitation, that surgical accidents which involve 
blood vessels and ducts of the biliary system may 
be either immediately fatal or result in prolonged 
disability. 

Anticipating the presentation of information 
gained in our laboratory, it should be pointed out 
that three elements—common bile duct, hepatic 
artery, and portal vein—are regularly depicted as 
the typical contents of the free edge’of the lesser 
omentum, where, by passing the index finger 
through the epiploic foramen into the omental 
bursa (lesser peritoneal cavity), the vascular 
contents may be pinched against the thumb. This 
maneuver is calculated to occlude the vessels— 
and so it does in those instances in which the 
disposition of the pertinent structures is, so to 
speak, “standard”; or, put in another way, all 
would be well were the human body built on an 
archetypal plan. Actually, as we all know, the 
structure in any organ system varies between 
widely separate limits; and relationships between 
neighboring elements of different systems show 
even more striking variation. 

These circumstances demand consideration of 
departure from the supposed anatomic norm; 
and in order to acquire instructive information of 
this kind for the surgeon, large numbers of speci- 
mens must be studied. This can be done most 
accurately and exhaustively by the anatomist, since 
his examination of the subject need not be car- 
ried out hastily; then, as material is acquired, his 





*Tllustrations supporting these and succeeding state- 
ments will be presented in the form of lantern slides 
based upon the author’s Atlas of Human Anatomy 
(Saunders, Philadelphia, 1951), Anson and Maddock’s 
revision (3rd edition) of Callander’s Surgical Anatomy 
(Saunders, Philadelphia, 1952), and upon papers pub- 
lished and in preparation by the writer and his associates. 
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artist has time to prepare accurate pictorial rec- 
ords. 







Cystic Artery; Origin and Course.—In surgical 
procedure in the region of the gall bladder, the 
cystic artery comes prominently into the opera- 
tive field. This vessel is highly variable in origin 
and in course within the hepatoduodenal ligament. 


Examples of origin of the cystic artery, en- 
countered in 600 specimens, may be conveniently 
placed in four categories. 


In those specimens which belong in a first (and 
most numerous) category, the cystic artery arose 
from a branch of the proper hepatic artery, from 
the latter at the point of division, or from the 
same vessel proximal to the point of bifurcation. 
In succession, and in the order of decreasing fre- 
quency, these are: from the right ramus of the 
hepatic proper in 415; from the latter vessel at 
the point of division in seventy-eight; from the 
left ramus in forty; and from the hepatic artery 
proper, proximal to the point of bifurcation, in 
twenty-three. Totally, 556 for the four near source- 
vessels, 

To a second category may be assigned those 
specimens in which the cystic artery takes origin 
from the downward-directed vessel, the gastro- 
duodenal artery, or the latter’s branch, the su- 
perior pancreaticoduodenal. Origin from the more 
distant source is far less common (one case) than 
the nearer (seventeen instances). 


In a third group belong those specimens in 
which the immediate source of the cystic artery 
matches the general pattern which occurs in the 
cases illustrated in the first category, but differs 
from them in the derivation of the parent vessel. 
The parent stem may be the superior mesenteric 
in each, but the hepatic artery itself may be either 
an accessory artery or a replacing artery, that is, 
present instead of a vessel of common type of 
origin. Together, these total ninety. 

To the last, or fourth, category may be assigned 
those specimens in which the cystic artery is 
“moved,” so to speak, toward the aorta. These 
have been observed in four types (twelve speci- 
mens in all): from the right gastric (in one 
case); from the hepatic artery near the coeliac 
source (in three instances) ; from the coeliac itself 


tTo make a total greater than 600, owing to the fact 
that in some instances the gall bladder is supplied by 
two cystic arteries. 
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(in two cases) ; and from the superior mesenteric 
(in six instances). 





Cystic and Hepatic Ducts; Types of Junction 
We are accustomed to think of the cystic duct as 
joining the hepatic duct on the latter’s right mar. 
gin, and at an acute angle. This standard pattem 
did exist in approximately 64 per cent of cases, 
However, in 23 per cent, the two ducts followed a 
parallel course; in the remaining 13 per cent the 
junction was spiral (on either the anterior or the 
posterior aspect of the hepatic duct). 


Hepatic Ducts; Multiplicity —Familiar to all of 
us, too, are textbook figures which unfailingly 
represent the “common” hepatic duct as a channel 
formed by the junction of two ducts, one from 
each of the major lobes of the liver. Actually, 
there may be four or more (rather than two) 
which join close to the points of emergence from 
the porta of the liver. 


Hepatic Ducts; Points of Emergence.—Equally 
bound to tradition is the textbook concept of the 
relation of the emerging hepatic ducts to the quad- 
rate lobe. While it is true that the ducts emerge 
commonly (in 88 per cent of cases) at the apex 
of the quadrate lobe, departures from this arrange- 
ment are frequent enough (12 per cent) to be 
surgically significant. In some examples of this 
smaller group, the hepatic ducts may emerge closer 
to the gall bladder than to the “apex” of the 
quadrate lobe. 


Hepatic Ducts; Extrahilar Course and Rela- 
tions.—Despite the fact that variations in the 
extrahilar duct-system of the liver are less common 
than departures from the anatomic “norm” in the 
vascular constituents of the hepatic pedicle, these 
relatively infrequent “aberrations” are extremely 
important in surgery in the region of the gall 
bladder.** 

Among the more dramatic variations are the 
following: absence of a true common _ hepatic 
duct, due to the junction of a right hepatic with 
the common bile duct; presence of an accessory 
hepatic duct which, after coursing around the 
artery descending from the right lobe of the 


(Continued on Page 677) 





**These and other related variations are described and 
figured by the present writer and his colleagues in tw? 
articles published in Surgery, Gynecology and Obsteincs 
(vol. 85, 1947, pp. 47-63; vol. 94, 1952, pp. 669-686). 
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Classification and Treatment of 


Temporomandibular Joint Problems 


DISCUSSION of treatment of diseases of 

the temporomandibular joint embraces ev- 
erything from removal of a single source of tris- 
mus to surgical attack upon the joint itself. If an 
accidental movement of the lower jaw, such as a 
blow to the jaw or a yawn, produces enough irri- 
tation within the joint, trismus and otaligia en- 
sue. The treatment is external elastic splinting, 
local heat and sedative drugs. If the origin is an 
abscessed tooth or infection of the ear canal, re- 
moval of these sources is the solution. If the joint 
changes are secondary to long standing malocclu- 
sion and improper action of the condyle, irrevers- 
ible changes in the meniscus, cartilage and bone 
structures of the joint occur. These tissues cannot 
be improved, but restoration of balanced occlu- 
sion usually removes the source of stress and dam- 
age, so that pain and trismus are relieved. For- 
tunately, this type constitutes the largest fraction 
of the cases. In a recent series by Sanders,’ sixty- 
six out of seventy-five were tabulated as symptom- 
free one year after occlusal restorations. This 1s 
a common achievement of many observers at this 
time, most of the credit accuring to the dentist 
who has balanced the occlusion. 

However, what is to be done about the re- 
maining fraction who still have symptoms? To 
whom does the remaining 15 per cent belong? 
It is not enough for the patient to be balanced 
by her perfectly competent dentist to millimeter 
accuracy, and when not satisfied to be sent by a 
friend to another competent operator, to repeat 
the entire program. If possible, the following 
similar and simulated pain conditions must be 
recognized. 

l. Trigeminal neuralgia, and atypical toxic 
neuritis (commonly sought and recognized). 

2. Cerebral vascular disease (pain fluctuates 
with stage of the disease) . 


m_ 


From the Department of Otolaryngology, Washington 
University School of Medicine, and the Oscar Johnson 
Institute. 

Read before the Michigan State Medical Society, 
Grand Rapids, Michigan, September 29, 1955. 

This investigation was supported and is being con- 


tinued by the John Swift Fund. 


June, 1956 


By James B. Costen, M.D. 


St. Louis, Missouri 


3. Intracranial or extracranial tumors (parotid 
and condylar tumors, misleading when early). 

4. Conversion neuroses (infrequent, but ingen- 
uously mimic all pain effects demanding repeated 
changes, in occlusion, will change consultants in- 
definitly—hopeless prognosis) . 

5. Masseter tremor (obscure, when not accom- 
panied by other muscle palsies—poor prognosis 
unless underlying emotional conflicts can be cor- 
rected). 

Deducting the above uncommon reasons, after 
applying any indicated extraoral treatment, there 
still remains an arbitary number of cases in which 
structural changes perpetuate the symptoms. These 


) Destruction of the meniscus, cartilage 

) Bone erosion of condyle, tubercle and fossa 

) Exostoses, usually of condyles 

) Anklyosis, all stages, in addition to limita- 
tion of motion by trismus 

(e) Loosening, all stages of subluxation 


Treatment by Injection of Joints 


Schultz and Shriner’®?* attacked the hitherto 
difficult problem of subluxation of temporomandib- 
ular joints by injection of a sclerosing substance, 
sodium psylliate (sylnasol) into both joints, ob- 
taining satisfactory results in 200 cases. The in- 
jections were repeated every two or three weeks 
until painful clicking or grating subsided. 

With the advent of cortisone, its first intra- 
articular use gave disappointing results, no cases 
being improved. Hollander and co-workers’, in 
1951, made a comparative study of intra-articular 
injections of hydrocortisone into joints involved 
with active rheumatoid arthritis, making 178 treat- 
ments on fifty-one patients. Swelling, tenderness, 
and freedom of motion improved, disregarding 
pain records as unreliable. So great was the im- 
provement that the study was expanded to 700 
treatments on 129 patients, this time including 
oster-arthritis (degenerative joint disease), trau- 
matic arthritis, gouty arthritis, and bursitis. The 
results were equally prompt and favorable. The 
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beneficial effect of hydrocortisone was thus shown 
to be non-specific because it was effective in a 
variety of inflammations from different causes. 
The action is still unknown, but the work of 
Dixon and Bywaters® supports the assumption that 
the hydrocortisone suppresses the local reaction 
to irritants, stress, and trauma. 

In the series of Hollander and others which 
followed, the injections were made into various 
movable joints, mainly knees, as well as into 
bursa. The first important use in the temporo- 
mandibular joint was reported by Pirkey’? in 1955, 
reporting a series of 350 patients, treated over a 
two-year period. Pain was absent for an average 
of five and one-half months, with only fourteen 
of the series unimproved. It was significant to note 
that all patients whose bite was corrected re- 
mained symptom-free. 

During the past year, all patients referred from 
various departments of the Washington Univer- 
sity Clinic were conservatively screened, leaving 
out all neuralgia cases not proved to be of mandib- 
ular joint origin. Of those with positive data, 
twenty received intra-articular hydrocortisone in- 
jections into the temporomandibular joint. These 
are tabulated with pertinent physical findings 
and results summarized in Table I. 

All patients treated by hydrocortisone injection 
reported partial or complete relief of pain, except 
the patient in Case 13, who is presumably devel- 
oping trigeminal neuralgia on the left, after tri- 
geminal root resection on the right side. The 
duration of relief from pain is not too significant 
in this group because the longest period since 
treatment is actually about six months. Glosso- 
dynia was relieved in Case 1 by the injection and 
was produced in Case 3 by it, the tongue pain 
lasting one day. The result was indeterminate in 
Case 14. One can assume that these were direct 
effects upon joint branches of the auriculotem- 
poral nerve and the chorda tympani nerve re- 
flexly or directly effecting sensations of pain in 
the tongue. Ten cases of glossodynia were re- 
ported from this clinic in 1935,* and numerous 
similar ones tabulated in two large series since that 
date. One patient receiving hydrocortisone with- 
out remarkable benefit had masseter tremor, fur- 
ther discussion of which follows. 


Bilateral Masseter Tremor 


A segment of cases with uniformly poor results 
from all types of treatment, present the common 
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symptom of masseter tremor. Thirty* weve ob. 
served during the past year. There was no prob. 
lem of occlusion or the occlusion had been re. 


stored. Yet otalgia, radiating facial pains, tiring 
of jaw muscles, as well as local tenderness of 
mandibular joints were present, unchanged after 
treatment of any kind. Questionable relicf fol- 
lowed injection of hydrocortisone in three per- 
sons, one insisting that the pain complex was in- 
creased by the injection. This one contradiction 
to the usual experience with intra-articular in- 
jection of hydrocortisone raised the question of 
reliability. At this point, the observation of mas- 
seter tremor was observed during casual palpa- 
tion of the jaws. The cases were studied in 
Neurology Clinic by Drs. O’Leary and Kempin- 
sky’! who found none of the stigmata of general 
palsies or of senile tremor. They agreed that this 
muscle tremor originates on a functional or psy- 
chogenic basis, initiated at the subconscious level. 
The pathogenesis is not clear, neurological exami- 
nation being negative. Since emotional overlay is 
a large factor in this condition, psychotherapy 
appears to hold promise in treatment. Meanwhile, 
in spite of failure of treatments directed to jaw 
structures, the patients without exception, are 
relieved by passive support, simple elastic splint- 
ing of the jaw and masseter muscle group. Short 
half-hour periods are more effective and more 
restful than longer ones. 


Surgical Treatment 


Surgical treatment of the temporomandibular 
joint is directed mainly to relief of painful crepi- 
tus, or to ankylosis of the joint. For irreducible 
luxations, Dufourmentel,® in 1921, concluded that 
extirpation of the meniscus was the most effective 
procedure. Alcohol injection into the masseter 
muscle had been used by Sicard with some success, 
and it was obvious that looseness of the anterior 
part of the capsular ligament was not as important 
as the deformed disc, which prevents the condyle 
from returning to its normal position in the 
glenoid fossa. 

Numerous cases of temporomaxillary surgery 
were reported during the period of 1890-1930. 
The classic monograph of Dufourmentel® in 1929 
reviewed all types of cases, myotonic trismus, 
arthritis, painful crepitus, fractures, and ankylosis. 


> sytt 
*Twenty-two of these comprise a recent report a 
masseter tremor, as an important basis of mandibular 
joint dysfunction. 
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Case No. 
Age 51 
5-30-55 
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Age 49 
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Age 42 
1-14-55 


Case No 
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TABLE I. 





————— ee 


















































































































































Patient | Past History Local and X-Ray Findings | Course 
Case No.1 F. 7% | " Burning of nose, right side of throat 2 | Joint tenderness bilateral, crepitus. | 6-3-55 hydrocortisone, 25 mgm. injected 
Age 51 Female | years. Diagnosis (medicine 20) X-rays show widened left spaces. | into right tmj. 7-8-55 burning of 
5.55 chronic anxiety state. Absent lower molars, burning on | right side of tongue much better, 
: posterior 24 of tongue, right. residual perioral prickling. 
Case No.2 T. W. | Myomata of uterus, no operation. Otalgia, right 2 weeks, intense. X-rays | 6-3-55 injection with 25 mgm. hydro- 
Age 49 Female negative except right condyle is 20% cortisone into right tmj. 7-8-55 en- 
§-3-59 — than left. Right joint very — relieved after 3 days of facial 
tender. stiffness. 
Case No. 3 G. ee. Multiple complaints, several abdominal | Otalgia, bilateral and occipital head- | Hydrocortisone, 25 mgm. injected into 
Age 42 Female operations. Dental overlays for 9 ache. Dental overlays removed by Dr. left joint 6-10-55. Glossodynia, left, 
1-14-55 months gave excellent relief, then Sanders. 5-20-55 head pains remained followed injection for 1 day. Recurred 
all —— returned. Chronic me same, more intense on left side. 2 weeks later, face hurt 7-15-55. 
=e _anxiety state. — ’ 7 } Masseter tremor. 
Case No. 4 E. C. Numerous complaints since 1945, very | 4-22-55 X-ray: joints normal and both | 5-6-55 entirely reliev ed by elastic splint, 
Age 64 Female few findings. Otalgia, left, for several | tender to palpation. Otalgia relieved hydrocortisone 25 mgm. injected into 
4-22-55 years. 7 oa splint to jaw, 2 mm. cork joint (left). 5-20-55 symptom-free. 
. : . right side 
Case No.5 E.G. Since June 1954, jaw pops out of place, | Dr. Kempinsky: 11-12-54 neurological | 11-30-54 at first could not wear dentures, 
Age 53 Female great pain in right ear. negative except pain in regionof right nor use elastic strap; not room for 
11-30-55 tmj. X-ray: decreased range of con- both dentures in mouth. 4-15-55 
| dyle motion, bilateral trismus. hydrocortisone 25 mgm. injected into 
— joint. 4-2 wae much ——— 
| still some neuralgia in both tmjs. 
oo pains — rains and 
: : : ; cool temperature changes. 
Case No.6 J. W. | Numerous orthopedic and abdominal | 4-8-55 jaw opened with a left drift, in- | Elastic splint relieved pains almost com- 
Age 35 Female | problems. Popping in left tmj, otal- creasing left sided otalgia on chewing. pletely, worn on jaws with 2 mm. 
48-55 | gia, headache, dizziness, occipital | Both joints tender to pressure. X- cork, right. 4-29-55 steadily improved, 
and vertex pains, left. | Fae nora joints except increased * mgm. hydrocortisone injected into 
~— . ae We . density, left eft joint. 
Case No.7 A. McC. Tic’’ condition of jaws for years, do- | 4-15-55 began use of elastic splint to | 7-15-55 “catching” in left side of jaw 
Age 66 Female mestic trouble, severe conversion jaws, followed by less ‘catching’ began about 6-10-55 with pain and 
4-15-55 — (Haddock), No = —— use was restful until about —— (left). Head pains radiated to 
of tmjs, tremor of masseters an 6-10-55. eft neck and shoulder, could not raise 
tongue. Negative neurological left arm. Hydrocortisone 25 mgm. 
as | _(Kempinsky). we injected into left joint. 
Case No.8 M. Q. Ventral hernia repaired 10-13-54, fistu- | Elastic splint to jaws began 5-27-55 | 7-8-55 free of pain and crepitus; only 
Age 43 Female la in ano operation 1-10-53. Frontal with 2 mm. cork within left side, with | return of symptoms when cool in 
5-27-55 and right temporal pain treated in | much relief. 6-10-55 hydrocortisone, | evenings. 
wb clinic. hte 2% yes behind | 25 mgm. injected into right joint. | 
; a right ear, crepitus both tmjs. | 
one 9 = a Otalgia, tinnitus right, pains radiating 7-8-55 elastic splint was used, admitted | Injection of right tmj with hydrocorti- 
Age 7! »male to right throat 18 years. Moderate only slight improvement 7-15-55 on sone relieved aural pains, but not 
7-8-55 nerve deafness. X-rays show squar- which date hydrocortisone, 25 mgm., completely. Left now hurt so hydro- 
ing of — condyle — oe | was injected into right tm). cortisone 25 mgm. was injected into 
of forward excursion. Masseter trem- left side. 
or bilateral. Both tmjs tender to | 
me | 
pressure. 
Case No. 10 J.C. | Diabetes, obesity, inability to open | 6-20-55 the right tmj was injected with | Much relieved by injection Balance of 
Age 72 Female jaws for 3 years. X-rays: irregular | 25 mgm. hydrocortisone. restricted motion, and peculiar “‘notch- 
6-20-55 right joint space, restricted motion. | ing’’ of condyle, consider external 
: surgery of joint. 
Case No. 11 M. O. Left facial pain, 3-4 years. Drs. Maughs 4-22-54 left tmj very tender to pressure. | 4-15-55 ‘dhe fn 25 mgm. injected 
Age 47 Female and O’Leary found no trigeminal Elastic strap to jaw with 2 mm. cork into left joint. 5-20-55 complete relief 
-22-34 neuralgia. right, very relaxing. 4-15-55 slight of all pain since injection of left joint. 
crepitus left, was much relieved 1 Following injection, left eye reddened 
} year ago by strap. and wy of —— spots appeared 
: us | on root of nose, left. 
Case No. 12 KB. M. | Complete dental restoration past year, | Tenderness of left tmj to palpation, | Not improved by elastic splinting of 
Age 60 Female | otalgia left on chewing, so severe X-rays show narrowing of left joint jaw, used for 2 months; 7-20-55 hy- 
tiated soft foods only are taken. spaces, head of condyle irregular, drocortisone, 25 mgm. injected into 
diagnosed arthritic change. left tmj. 8-16-55 completely free of 
, — JH ; : ' ’ : ain. 
oa 13 M. McC. | Trigeminal Toot resection right, in | Occlusion perfectly balanced, left tmj | siiciniieee, 25 mgm., injected into 
= Ae Male 1928, again in 1942 with right facial tender to palpation. X-rays show left joint. No relief obtained, refused 
M19-00 numbness. Since then, chews entire- normal tmj structures. | further treatment. 
ly on left side. Intense pain left ear | 
| began 18 months ago, radiates to | 
lower jaw and cheek, increased by 
Ces ite 3 chewing. Three renewals of dentures. 7 -— 
hep _ { e G. | Otalgia left 214 years, glossodynia, | No tenderness of tmj. X-ray shows left | Elastic fixation restful, improved all 
1455 emale left. joint space narrowed, condyle head | attacks of pain; 7-15-55 hydrocorti- 
, hypertrophic, diagnosed arthritis. | sone tad a. Meee Reported 
<a ; : 7-29-55 feeling about same. 
Le He. 15 N.C. Otalgia left, after extractions 4 years | Jaws ov erclose on inadequate dentures, Hydrocortisone, 25 mgm. injected into 
con Female ago. Several changes of dentures. | joints tender to palpation. X-rays | ‘left joint on 6-6-55. Complete relief 
» Some attacks of pain so severe can- | show normal bone outlines, right | of pain to 8-9-55, sent for new dentures. 
not chew until it subsides. | condyle displaced anteriorly. Elastic | 
CueNe. 14 KC jaw strap promptly relieves pain. | _ ; : 
Age 60 ». 16 os G. Hypertensive, diffuse arterial disease. | Tenderness of both tmjs. X-ray shows | 3-21-55 hydrocortisone, 25 mgm., in- 
vied “emale no joint change, and fixation of right jected into left mandibular joint. 
=— joint. Constant intense otalgia left, | 4-10-55 all joint symptoms much im- 
rs on chewing movement. Bi- | proved but still some pain. mF dro- 
ateral masseter tremor. | cortisone 25 mgm. again injected into 
joint. 5-20-55 much improved, still 
Case No. 17 N.S Bil: : . ; = — : left-sided cranial pain. y 
leo ig ( bs ~ eee otateie on jaw motion. Oc- | Tenderness both tmjs. X-rays negative. Hydrocortisone, 25 mgm., injected left 
199.58 emale | clusion balanced 2 years. 7-2 2-55. Much improv ed, right side 
| injected with hydrocortisone on 
: : 9-9-55. 
pe Ke 18 R.R. Otalgia, left, radiating to lower jaw 8 | No upper_molars left, tenderness both | Much improved by elastic splint to 
114.55 Female months. tmjs. X-rays negative except for jaws, 2 mm. cork in right side. 7-29-55 
39 evidence of loosening of joints. 25 mgm. hydrocortisone injected. 
Case No. 19 B.C - : ; ; ' Symptom-free 9-9-55. ; ; 
int ii Osteo-arthritis of spine Otalgia left | X-rays negative, only loosening of Hydrocortisone, _25 mgm. injected into 
R455 Male one year. joints. left joint 8-4-55. No further otalgia. 
| Occipital pain probably due to cerv- 
Case No. 20 W. W ; a. | ical arthritis. wn 
ios 0 -2 a | ae a Pl ce ago. | Bilateral tenderness of joints. prey 25 mgm. injected into 
0-1-5 - | f diates tc ciput. eft side -55. 








oro mandibular joint. 
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TEMPOROMANDIBULAR JOINT PROBLEMS—COSTEN 


TABLE II. 











Patient 





History 


Physical and X-Ray Findings 






Course 





Case No.1 M.S. 
Age 36 Female 


chewing, moving jaw. Began 9-1-54. 
11-30-54 


Case No.2 N.B. 


Age 32 Female with complete ankylosis. Otalgia, 
8-31-53 left, when jaw is forced, but does 
not open. 


Case No.3 C. L. 
Age 49 Female 


arthritis, treated at Barnes Hospital 
10-28-54 


in 1952, much improved on myocry- 
sin 12}4 mgm. per week. Trismus 
began at time of sore throat in 1954. 


Case No.4 R.G. 


Carcinoma of left tonsil 1953, treated Otalgia, left, tenderness right tmj, 


Sharp jabs of pain into left ear on | Tenderness left tmj, limited motion of | Elastic headgear gave little relief, course 

ing j lower jaw, otalgia, left, on every 
motion of lower jaw. X-rays show 
rough areas on left condyle. 


of Bie injections without improve. 
ment. Endaural meniscectomy, left 
2-8-55. Meniscus thin, 2 exostoses on 
lateral margin of condyle, removed, 
Complete relief until 6-17-55, formed 
cystic abscess in left canal, incised. 


Bullet injury to left tmj 10 years ago | X-ray shows oval defect in cortex (post- | 8-3-55 bony mass beneath left aygoma: 

operative) above zygoma (left) and 
very dense area over left tmj. Num- 
erous metallic spots show in the same 
area. Joint outline hard to visualize. 
History of general mild rheumatoid | Trismus, 50% restriction of jaw open- | Endaural meniscectomy, left, 3-5-55, 

ing, improved at first on elastic strap, 
then intense otalgia, left on jaw 
movement. 


head of condyle removed by endaural 
incision. Opening of jaw increased to 
1 cm. Leakage of cerebrospinal fluid 
complicated recovery from surgery, 


joint space a fibrous mass replacing 
the disc. Scar tissue removed and 
condyle polished. 4-22-55 much im- 
proved, no pain, jaw opens almost to 
normal. 


Endaural meniscectomy, right, 5-21-55; 

Age 53 Female with radon seeds. Broken right jaw X-rays show fixation of right con- exostoses on edges of condyle head 

4-22-55 and malocclusion since 1949. Ne- dyle, head of right condyle bilobular smoothed and contour of head re- 

crotic lymph nodes, glossopharyn- and enlarged. duced. Drug addiction determined 

geal, sup. laryngeal nerves resected 5-27-55. Slow healing of canal, com- 

on left side after constant pain 1 plete 7-1-55. All pains and trismus 

year, no relief. much improved since surgery 7-29-55. 

Case No.5 M. K. Past 14% years had soreness in right | Opening of mouth limited to 1 cm. | Arthroplasty, endaural, right 6-9-55, 
Age 51 Female jaw on movement. Right lower third 


molar removed, onset of trismus, 
not relieved by balancing of occlu- 
sion. Otalgia, right on any un- 
guarded movement of the jaw. 








between incisors. Otalgia, right, on 
any movement, improved on elastic 
fixation of jaw. X-ray shows no ex- 
cursion of right condyle on opening. 


Complete relief of pain and opening 
of incisors increased to 3 cm. between 
incisors. Using Seavers myotonic ex- 
ercises 7-23-55. 











He described all earlier techniques and his own. 
Studies and surgical treatment by Kontjetzny® in 
1921 had identified habitual subluxation, degen- 
erative changes of the meniscus, and painful crepi- 
tus as a cycle; and that painful snapping of 
crepitus is the middle point between luxation and 
discus changes. Axhausen' in 1931 made prolific 
studies of these changes, devised graphic records 
of the crepitus phenomenon, classified luxations as 
menisco-temporal or menisco-condylar, crepitus 
as intermediate and terminal, and produced mi- 
croscopic studies of all stages of disc pathology in 
ten cases. Dufourmentel and Axhausen employed 
the postoperative use of spring-elastic devices after 
meniscus excision to overcome long standing 
muscle contracture and to obtain normal mouth 
opening. 

A variety of incisions anterior to the auricle 
were used by numerous authors to expose the 
joint, each devised to avoid injury to the superior 
branches of the facial nerve. At that point Ax- 
hausen improved the’ incision of Bockenheimer, 
which is a postauricular incision, transecting the 
external ear canal and elevating the upper part 
of the parotid gland to obtain complete exposure 
of the joint. 

Norgaard,’° in 1947, reported 113 cases studied 
by injection of contrast medium in the temporo- 
mandibular joint, correlating roentgenographic 
with operative findings in twenty-five cases. The 
operative group were done by Husted, by the 
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method of Bockenheimer-Axhausen, twenty of 
which had resection of the meniscus, and five 
amputation of the condyle. In recent correspond- 
ence with Dr. Husted,® he stated that his series 
is now 150 operative cases, one half with arthrosis, 
treated with meniscectomy, the remaining half 
ankylosis, treated by condylectomy. Dr. Husted’s 
series constitutes the largest group of persons 
treated by temporomaxillary surgery since the 
series of Blair? in 1914, which applied to 212 cases 
of ankylosis. Rongetti'* reported three cases of 
meniscectomy recently, describing the use of en- 
daural incision.. This certainly simplifies approach 
to the joint and minimizes the chance of stricture 
of the external ear canal. The endaural incision 
was used in each of the five cases reviewed in 


Table II. 
Comment 


Temporomandibular joint problems fal] into 
three general categories, those in which occlusal 
restoration permanently relieves pain symptoms, 
those receiving direct treatment of the joint and 
those whose symptoms simulate origins about the 
joint, for which no treatment of any kind is in- 
dicated. 

It is axiomatic that occlusal restoration should 
be achieved before, or after all efforts directed 
to the joint itself, 

The newest treatment to be used in joints of the 
body, weight bearing, fixed or movable, is intra- 
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TEMPOROMANDIBULAR JOINT PROBLEMS—COSTEN 


articular injection of hydrocortisone. Its use in 
the temporomandibular joint is feasible during, 
or after dental reconstruction, with excellent re- 
sults. It is of great practical value, and although 
still classified as a palliative measure, no adverse 
reactions have been noted in any case. 

Contraction of masticular muscles occurs during 
years of abnormal jaw action. After surgery on 
the temporomandibular joint, re-education of the 
masticator muscle group may be done by: 

|. Voluntary myotonic exercises (Seaver) , 

2. External elastic splinting to produce lever- 
age within the jaws, or 

3. Intra-oral spring applications for forcible 
opening of the jaw. 

The number of cases of masseter tremor is 
relatively small, as compared to the enormous 
group of mandibular joint neuralgias successfully 
treated. However, as one would expect, no res- 
toration of occlusion has been of value in any 
case where masseter tremor is present. If masseter. 
tremor is observed, the prognosis after any treat- 
ment of joint or jaw position, is unequivocally 
poor. 
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SURGERY OF THE GALL BLADDER 
(Continued from Page 672) 


liver, rejoined the common hepatic duct; the 
occurrence of an accessory hepatic duct which 
terminated in the cystic duct; presence of such a 


duct whose termination was the common hepatic 
duct. 


Conclusions 
Presented in this segregated way, the variations 
hereinbefore described tend to appear somewhat 
less critical than they actually are, since, in the 
structure of any individual patient, unexpected 
atrangements in the biliary duct-system may 


accompany equally unpredictable patterns of vas- 
cularity—even to the occurrence of a portal vein 
in a position anterior to the hepatic artery and 
the common bile duct, together with a cystic artery 
derived from a distant source and a supernu- 
merary hepatic artery of large caliber. 

This means, obviously, that there can be no 
substitute for full exposure of the extrahepatic 
elements of the so-called “triad” and of the acces- 
sory structures—which may be arteries, veins, or 
ducts, or these in combination. 
























































































































































































































































































































Vaginal Delivery following 
Cesarean Section 


HERE is a very definite chasm of thought 

and practice between two schools of Ameri- 
can obstetricians, one of which believes with the 
utmost certainty and fervor that a woman once 
having been subjected to cesarean section should 
be sectioned again and again and again as often 
as she shall become pregnant after the first sec- 
tion. The shibboleth of this group is, “Once 
a cesarean section, always a cesarean section.” 

The other school believes that it is much better 
for many women even though they have had a 
cesarean section on one occasion, to deliver fu- 
ture babies if they can, by the natural vaginal 
delivery passage. This belief has been phrased by 
Schmitz as, “Once a cesarean section, not neces- 
sarily always a cesarean section.” 

Each practitioner supporting either of these 
postulates, adheres to his opinion with the devoted 
fidelity of any religious fanatic. I very much fear 
that any attempt on my part, or that of any com- 
bination of speakers representing one camp or the 
other, will fail just as signally to disturb the in- 
dividual conviction of very many men, as would 
attack on such religious fervor of conviction. 

Each school, of course, supports its belief by 
individual observation of material great or small; 
by theoretic considerations, some of which are 
categorically disputed by the opposite school; by a 
variety of statistics, which like all statistics are 
usually capable of varying interpretation, fre- 
quently on the basis of vituperative attack on their 
validity. In what I shall try to tell you today, 
I am taking my stand firmly with the school which 
believes that a woman who has had to have one 
cesarean section will not necessarily be compelled 
to have a repeat section with any or all of her 
subsequent pregnancies. This is not a Johnny- 
I have practiced it myself 
for many years, and in the last quarter century, 
the whole group represented by the staff of the 
Margaret Hague Maternity Hospital has followed 
it. The extent to which we have applied it to a 


come-lately attitude. 


very large material, if not justifying our practice, 


“Read before the Michigan State Medical Society, 
Grand Rapids, September 29, 1955. 
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By S. A. Cosgrove, M.D., F.A.CS, 
Jersey City, New Jersey 


at least entitles it to a more or less respectful 
hearing. Our practice is followed rather largely 
by British authorities, by Latin-American authori- 
ties, and by such leading clinics in our own coun. 
try as the New York Lying-In Hospital, The Uni- 
versity of Texas Hospital in Galveston, Schmitz’ in 
Chicago, and many other American authors. It 
is not shared by such an outstanding authority as 
Dieckmann, most of the authorities on the Pacific 
coast, and other specialists in all parts of the coun- 
try. 

Those who believe that a woman once sectioned 
should always thereafter be sectioned, point out 
that cesarean section scars rupture; that if they 
do, a very grave situation for the mother exists; 
that some of these women die; and that the babies 
nearly all do. They therefore insist that one has 
no right to “gamble with the lives of mothers and 
babies, and that the obstetrician has the responsi- 
bility of protecting both by the relatively innocuous 
election of cesarean section.” Some of these state- 
ments are valid, and some of them are not. It is 
true that cesarean section scars occasionally rup- 
ture. The incidence is very very small. Dr. Rob- 
ert A. Cosgrove found in relation to more than 
117,000 live births in our clinic that there were 
twelve total ruptures and seven incomplete rup- 
tures. Nearly all of the total ruptures occurred 
through cesarean section scars attending the classi- 
cal or corporeal type of operation. The seven in- 
complete ruptures, in which the peritoneum cov- 
ering the old scar was not involved and the con- 
ceptus not extruded into the mother’s abdomen, 
did not jeopardize the babies, none of whom was 
lost. In the complete ruptures, one quarter of the 
babies died, instead of the 100 per cent mortality 
alleged against the occurrence of this particular 
accident. The fetal loss in women delivering 
vaginally after previous section is the general mor- 
tality of all vaginal deliveries, in the neighborhood 
of 4 per cent. There was no maternal mortality 
in connection with any of these nineteen ruptures 
The theoretic argument so far, then, in relation to 
the rule of always resectioning cesarean section 
patients, resolves itself into the fact that the prin- 
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VAGINAL DELIVERY FOLLOWING CESAREAN SECTION—COSGROVE 


cipal danger of not doing so, that is to say, the 
danger to the mother and baby of the much- 
feared rupture is minimal, in that incidence of 
ch rupture is small, that the maternal mortality 
incident to this accident is very small in all sta- 
tistics, and that the fetal mortality is certainly 
not inordinate. 

On the other hand, the use of repeat cesarean 
ection at an elective time more or less prior to 
the onset of spontaneous labor is by no means 
innocuous. Robert Cosgrove found that in rela- 
tion to the total number of repeat cesarean sec- 
ions in our material, there were six maternal 
deaths, whereas there were no maternal deaths 
incident to 
inal cesarean section, and no maternal death 


vaginal delivery following  orig- 
following the rupture of a scar of a previous 
cesarean section. The proponents of this practice 
insist that the uterus is incapacitated by an original 


section. How much more, then, is it incapacitated 


by repeated insults of the same kind. On the | 


basis of this consideration, which is apparently 
recognized by such practitioners, they must resort 
relatively early in the history of multigravidity, to 
sterilization to prevent further repetition of this 
damage. This, of course, necessarily limits the 
fecundity of these women. 

Nor is the fetal risk of the practice of repeat 
cesarean section negligible. Many reports deal 
with the almost inexplicable high fetal mortality 
of cesarean section per se, even in those cases in 
which the operation is not done for placenta 
previa, or abruption of the placenta, or other in- 
dication which of themselves determine fetal 
death, Moreover, elective repeat section neces- 
sarily is employed before the onset of labor. How 
may one accurately calculate the degree of ma- 
turity of any fetus. If one is not able to do so, 
then necessarily some of these feti are delivered 
early enough in gestation to constitute a serious 
threat to fetal survival due to immaturity. In our 
own complete ruptures, three occurred prior to 
the onset of labor, one as early as the thirty- 
fourth week. another at thirty-seven weeks. Cer- 
aly, in both these cases, a plan to reoperate 
ashort time before the onset of labor would not 
have been in time to prevent these ruptures. 


Those of us who subscribe to the practice of 
allowing a woman to attempt to have her baby 
by the normal passage in spite of once having 
had a section for whatever indication, do so in 
the belief that, on the basis of not only our own 
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experience but that of many other leading clinics, 
cesarean section is broadly not as safe as vaginal 
delivery; the factor of risk is at least 2 to 1; 
that vaginal delivery does not limit the mother’s 
fecundity; that prior to delivery in subsequent 
pregnancies, the mother’s psychic approach to 
her forthcoming experience is generally very much 
better if she understands that there is a possi- 
bility of her not requiring another cesarean sec- 
tion; that women delivering by vagina are spared 
the hazards of abdominal operations and the more 
serious types of anesthesia incident thereto; their 
convalescence is smoother and more rapid; their 
hospital stay is shorter, as is their total disability ; 
they have achieved physiological childbirth, 
to which no man-devised variant is superior. 

In having made what I believe to be a strong 
case for the propriety of permitting women who 
have had a cesarean section to try to have their 
subsequent baby or babies by vagina, I am not 
advocating it as universal practice. In order to 
minimize the risks to patients of this practice, 
certain conditions are essential: first, they must 
be handled in institutions which are _ ideally 
equipped for the handling of sudden emergencies, 
with particular reference to rupture of the uterus. 
Such ideal institutional setups should include a 
staff at all times available of competent experi- 
enced obstetricians; of highly competent anesthesi- 
of wholly competent operating-room 
nurses; and a blood bank of almost unlimited ca- 
pacity, with competent technicians always in at- 


ologists ; 


tendance, 

Moreover, each case must be individually and 
carefully studied for the potentialities of that 
mother as evidenced in her handling of her pres- 
ent labor, recognizing that even in the same moth- 
er every particular delivery is a new and dif- 
ferent experience than she has ever had before. 
With reference to her history, her general health, 
present general physical condition and previous 
operation should be evaluated as carefully as pos- 
sible. As pointed out above, we believe that a 
woman having had a low transverse type of uter- 
ine incision is more likely to escape calamitous 
rupture of the uterus than is the woman who 
has had the so-called classical type with the in- 
cision located wholly in the corporeal segment of 
the uterus, or the nearly equivalent so-called low 
vertical incision, which in nearly all cases is bound 
to be partly a corporeal-segment-invasion by the 
operation. A stormy and especially a septic course 
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following the original operation is perhaps to 
some extent indicative of poor uterine wound 
healing, thereby making the risk of rupture of 
the scar greater than in the absence of such post- 
operative history. The size of the baby should be 
evaluated as well as may be, realizing that this is 
most difficult to do accurately. Presentation and 
position are important. We would consider ceph- 
alic presentation and normal position favorable 
for vaginal delivery, other things being equal. 
In connection with this, careful estimation of the 
facility of accommodation of the presenting part 
to the inlet is of great importance. Also of very 
great importance is an estimation of the efficiency 
of the uterine muscular function and the equa- 
nimity of the patient’s psychic status. 

If all of these appear to be favorable, then her 
labor may be allowed to progress spontaneously 
and naturally under constant close observation. 
If in the presence of such favorable factors, there 
is consistently satisfactory and reasonably rapid 
progress in labor, with special reference to the ac- 
cemmodation of the presenting part to the inlet, 
she may be depended upon with a considerable de- 
gree of confidence to deliver by the normal pas- 
sages. 

As part of the history of the previous operation, 
the indication therefor is of some importance, 
but by no means of itself a finally determining 
factor. Thus, an original operation for “fetopelvic 
disproportion” does not of itself interdict attempt- 
ing subsequent vaginal delivery. Of our own 
sampling of 500 consecutive cases, 414, by long 
odds the great majority of the original opera- 
tions, were done for fetopelvic disproportion. 
Of course it may be objected that this assigned 
indication was inaccurate; that in a given pelvis 
that would justify operation for such an indi- 
cation, the indication would remain unchanged in 
subsequent deliveries of babies not larger than 
that delivered by the original operation. We freely 
admit that theoretically this is true, but in our 
own hands at least, none of the original operations 
was done without more than a very adequate test 
of the capacity of the woman to deliver herself 
by vagina. All means of manual and x-ray effort 
to evaluate the size and configuration of the 
pelvis had generally been made. 

However competent such estimate is, the 
fact remains that these women had proved them- 
selves unable to deliver by the natural passage 
the particular baby that they were trying to ex- 
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trude from their bodies. Everyone recognizes tha 
besides these more or less absolute mechanica| 
factors, there is the other type of mechanic] 
factor concerned with efficient uterine contrac. 
tility. This, in turn, may have a very definite 
relation to the psychic state of the patient, a mog 
important part of which is fear of an importan; 
and untried experience. Perhaps “fetopelvic dj. 
proportion” is not the best phrase to apply to ali 
of these cases. But it is certain, that at least jp 
our hands, every patient originally so sectioned had 
proven her inability to properly engage the pre. 
senting part and to progressively advance toward 
successful vaginal delivery. Perhaps a new suc. 
cinct phrase needs to be developed to express this 
idea, 

At any rate, valid or not, the patients originally 
operated on for this condition were able to deliver 
subsequent pregnancies in 27 per cent of cases, 
Some of the babies so delivered were as large or 
larger than the babies originally delivered by sec- 
tion. 

The percentage of women originally sectioned 
for other accidental intercurrent conditions, such 
as placenta previa, with 74 per cent delivering 
by vagina subsequently; toxemia, with 81 per cent 
delivering subsequently by vagina; abruption of 
the placenta with 80 per cent delivering subse- 
quently by vagina; serve to bring the general 
average percentage up to 35.8 per cent for the 
whole group. 

In the handling of these cases in which vaginal 
delivery is hoped for following prior section, in 
addition to the constant watchfulness which I have 
stressed, suitable blood for abundant transfusion 
should be provided as soon as they go into labor; 
staff counsel should be obtained; operating room 
personnel should be alerted to the possibility of 
urgent call on their services; if convenient, any 
desired form of clerical attendance should be 
provided early in the course of the labor rather 
than risk delay in emergency if that 1s negelected 
until the last moment, 

Is a history of successful vaginal delivery either 
before or since the primary operation proof that 
the current effort to have the patient deliver natu- 
rally will be successful? By no means. We have 
all seen the cases of grand multiparae, perhaps 
with progressively larger babies with each pret 
nancy who at last reach the point of no longet 
being able to deliver their babies by the natural 
passage, and cesarean section is necessitated by the 
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failure of such effort in the current labor. Similar 
experience can also attend those women who at 
one time or another have had a cesearean sec- 












ion and who have had one or more successful 
vaginal deliveries either before or after the sec- 
ion. We recently saw two calamitous ruptures of 
the uterus In women who had successfully de- 
iwered by vagina following cesarean section. One 
of them had delivered four times by vagina fol- 
jwing section, and on doing so for the fifth time, 
the scar of an original vertical section tore down 
through the entire length of the cervix and the 
patient almost bled to death. 















Another very recent case was originally sec- 
tioned for cephalopelvic disproportion after hav- 
ing lost her first baby by a difficult vaginal de- 
livery. In her next pregnancy, she had a prema- 
ture delivery in her sixth month without incident, 
except that the placenta was partly adherent and 
had to be manually removed. There is no nota- 
tion as to the relation of this adherent placenta 
In her 


present pregnancy, she had an acute viral infec- 
























0 the original cesarean section scar. 


ion in her sixth month, went spontaneously into 
bor, and immediately following the second stage 
went into profound shock. Exploration showed 
that the placenta had attached itself to and 
through a thin, weak scar and to the posterior 
bladder wall. In neither of these cases did suc- 
cessful vaginal delivery save the woman from 
later rupture of the primary section scar. More- 
wer, the second case illustrates the fear that has 
nen expressed by some authors and which I 
iave myself not heretofor seen, of the danger of 
weakening of the scar by the placentation over it. 















Il have endeavored to show. 

|. The general desirability of exploring the 
pacity of patients who have already had a ce- 
arean section to deliver subsequent pregnancies 
by the natural birth canal. 


2. That in order to do this successfully and 
wth a minimum of risk, such management should 
be in properly equipped maternity institutions by 
‘(ompetent obstetricians. 











. That each case must be considered as a 
‘holly unique, carefully individualized pregnancy 
and labor 











That labor therefore should be in every 
“se most carefully and constantly watched, with 
Yecial preparations made to meet unexpected 
‘mergency 


love, 1956 


VAGINAL DELIVERY FOLLOWING CESAREAN SECTION—COSGROVE 


5. That there are no dependable subjective 
symptoms nor objective signs which significantly 
indicate the danger of imminent rupture even 
after delivery; the only signal of rupture may be 
external bleeding or shock indicative of internal 
bleeding; confirmation of the diagnosis may some- 
times be made by careful manual exploration of 
the cervix and endometrial cavity 


6. That such accident attending vaginal de- 
livery should be most promptly and boldly dealt 
with by laparotomy; the source of bleeding in 
these cases is sometimes from diffusely dissemi- 
nated areas and most difficult to control even by 
total extirpation of the organ; in such cases there 
should be no hesitation in ligating the internal 
iliac arteries 


7. That cases which have to be delivered under 
less favorable environmental circumstances or 
which fail to rapidly give promise of successful 
outcome of the vaginal delivery, should be re- 
sectioned; therefore no imperative dictum can be 
laid down requiring that every patient be given 
the chance to deliver naturally after having had 
previous section | 


8. That those practitioners who make a shib- 
boleth of the dictum “once a cesarean section al- 
ways a cesarean section” should realize that they 
are also following a practice which is by no means 
devoid of danger to both mothers and babies 


9. That under some circumstances, it might 
well be to the patient’s advantage to be trans- 
ferred, if possible, from an unfavorable delivery 
environment to some other accessible institution 
where the facilities for proper handling are bet- 
ter 


10. That one is led to indulge the hope that as 
American hospitals continue to elevate their stand- 
ards, more and more of them will be able to offer 
patients such favorable environment for the proper 
handling of pregnancy and delivery as I have 
indicated. 
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Vaginal Discharge 


AGINAL discharge is one of the common 

complaints of the female patient. This simple 
complaint often presents a challenge to the physi- 
cian as if to dare him to uncover its etiology and 
to treat successfully and cure the patient of her 
disability. 

The busy physician too often listens to the pa- 
tient’s complaint, reaches for the penicillin with 
one hand and prescribes a douche or vaginal medi- 
cation with the other without carefully evaluating 
the history or examining the patient. What is re- 
quired of the physician under these circumstances? 
The patient should have a careful history as to 
the duration of the discharge; its color; odor; con- 
sistency; presence of blood; its relationship to the 
menstrual period and to recent antibiotic therapy. 
There should be a local examination of the exter- 
nal genitalia and of the internal genitalia. Wet 
and dry smears, culture of the discharge, biopsy of 
any local lesions present, Papanicalaou smears, and 
urine examination are necessary. 


Etiology 
The etiologic factors of the origin of vaginal 
discharge may be outlined as follows: 


Specific Causes 


Gonococcus 


1. 
2. Trichomonas vaginalis 
3. Monilia 


Non-specific Causes 
Hormonal lack (senile) 
Nutritional (Vitamins A-B-C) 
Foreign bodies 
Chemical and physical 
Neoplastic 
(a) Benign 
(b) Malignant 
Secondary processes higher in the general tract— 
Cervix, fundus and tubes. 


No age group is immune to the complaint but 
it seems to be most common in the reproductive 


age. In the child the gonococcal infections, the 
monilia infections and foreign body discharges are 
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for the most part most common. In the adult 
patient of the private patient status, discharges 
due to monilia, trichomonas and those associated 
with disease processes of the organs higher in the 
generative tract are apparently the most common, 
When a patient has been carefully studied and the 
cause of the vaginal discharge has been discovered 
then the physician can institute the proper therapy 
and set in motion the proper means to effect a 
cure. 


Treatment 


Gonococcal Infection. — Gonococcal infections 
have almost disappeared from my private practice, 
as I have encountered only one in the last five 
years in a comparatively large group of women. 
There are perhaps a number of reasons for the 
infrequency of gonococcal infections in the private 
patient. The introduction of the sulpha and anti- 
biotic therapies have resulted in rapid cure and in 
reduction of the number of contacts. One may 
speculate that the use of the same therapeutic 
measures in the treatment of other body infections 
has probably cured some concealed cases as well. 
Many men have learned sex hygiene measures dur- 
ing their tours of duty in the armed forces and 
have carried this knowledge into their civilian life 
and thereby have reduced the number of cases. 
When gonococcal infection is present, a single dose 
of 600,000 to 1,200,000 units of penicillin is given. 
Should repeated cultures prove to be subsequently 
positive, the cultured organisms should be tested 
against the various known antibiotics and _ the 
proper antibiotic selected for further usage. 


Trichomonas Infection —Trichomonas vaginalis 
infections are characterized by rather thin, bubbly, 
yellowish green, odorous, highly irritating vaginal 
discharge. The vaginal mucosa in the acute stage 
is reddened with numerous small punctate hemot- 
rhages and the mucosa is tender to examination. 
Wet smears will reveal the presence of the tricho- 
monads. Many therapeutic measures have been 
employed with varying degrees of success. The 
most recent suggestion is that of Dr. Carl H. Davs 
who has recommended Vagisec. With the use o 
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Vagisec, according to the Davis technique, better 
than 80 per cent of the patients who are non- 
pregnant have been cured with one course of 
treatment. 

The technique is as follows: Expose the vagina 
with a speculum. Wipe the walls dry with cotton 
sponges and wash thoroughly for about three min- 
utes with a 1 to 250 dilution of Vagisec liquid. 
Remove excess fluid with cotton sponges. Treat- 
ment is to be utilized every other day for six times. 
At the conclusion of the office treatment the pa- 
tient continues under treatment at home for an- 
other forty days. The patient inserts one appli- 
cator of Vagisec jelly into the vagina each night 
and douches with Vagisec liquid (one teaspoonful 
to a quart of warm water) each morning. I have 
been impressed by this method of therapy and by 
the results in my own private patients. 

One should not forget that re-infections do 
occur and they can occur from the patient’s bowel, 
from the bladder and from her husband. These 


possible sources of re-infection must be treated. 


Monilia Infection—The most frequent specific 
vaginal discharge seen in my private practice is 
that due to monilia. It has been my impression 
that the frequency of moniliasis in the vagina has 
increased since the introduction of the antibiotics. 
The broad spectrum antibotics kill off the normal 
bacteria in the vaginal canal, removing the natural 
checks on monilial growth. 

The discharge is white and as a rule is thick and 
curd-like, frequently adhering to the vaginal 
mucosa and causing pruritus vulvae. In addition 
to the pruritus the vulvar skin may be reddened 
with numerous scratch marks, and areas of small 
vesicles and secondary infection may be present. 
The vagina is frequently reddened, tender, and the 
discharge adheres to the vaginal mucosa but may 
be wiped clean with an applicator. Wet and dry 
smears of the discharge and cultures on Nickersons 
media will confirm the diagnosis. Numerous treat- 
ments have been suggested. The patient can be 
made comfortable by washing the vulva and 
vagina with phisohex, drying the structures and 
then painting the entire vaginal canal and vulva 
with a 1 per cent aqueous solution of gentian 
violet daily for five days. Subsequent treatment 
with soda bicarbonate douches and the local instil- 
lation of various jellies such as Propion-Gel or 
Caprylium jelly may effect a cure. The cervical 
canal is a frequent source of chronic recurring 
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infection and must be treated with gentian violet at 
the time of the original therapy or cauterized with 
a small nasal tip cautery by the strip cautery 
technique. 

If the patient is married, the husband frequently 
complains of penile itching or the presence of small 
vesicle-like lesions on the glands. The husband 
should be instructed to cleanse the penis tho- 
roughly with soap and water daily and especially 
after intercourse to prevent re-infection of both 
his wife and himself. If vesicles are present, treat- 
ment with 1 per cent gentian violet is frequently 
effective. 

The recent employment of Mycostatin with the 
broad spectum antibiotics may effectively reduce 
the frequency of vaginal monilial infections in the 
future. Mycostatin vaginal suppositories, which at 
the present time are being developed by Squibb 
and which will be available to the general medical 
profession, may prove effective in the treatment of 
existing monilial processes in the vagina. 


Foreign Bodies.—Foreign bodies, such as pes- 
saries, sponges and tampax in the adult, pins and 
other small objects in the child, may cause vaginal 
discharge. Vaginal examination of the adult may 
reveal the presence of the foreign body. As a 
general rule these can be removed easily. In some 
cases, it has been necessary to hospitalize the pa- 
tient to remove a pessary that may have been pres- 
ent in the vagina for many years. Examination of 
the vaginal region of the child by x-ray may reveal 
a metalic foreign body but not rule out the non- 
metalic, which must be sought for, sometimes found 
only on careful examination under anesthesia using 
an endoscope as a vaginoscope. 


Senile Vaginitis——Senile vaginitis or estrogen- 
lack vaginitis occurs post-menopausal, presenting a 
discharge which is occasionally bloody. The vagina 
appears to be atrophic and thin with frequent 
punctate hemorrhages. Estrogenic creams _ or 
vaginal suppositories of estrogen transform the 
vagina to that corresponding to one found in the 
estrogen producing individual and, as a rule, all 
symptoms disappear.- The effectiveness of the 
estrogen can be judged by the disappearance of 
symptoms and by the change in the character of 


the cells found in the vaginal smear. 


Nutritional Vaginitis——Nutritional lack of vita- 
mins A, B and C results in the individual having 
a lowered resistance to infections and hence she 
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may develop a nonspecific type of vaginitis. Local 
hygiene and adequate nutrition result in cure. 


Chemical and Physical.—Vaginitis may occur 
following the application of radium to the vagina 
or the use of chemicals in the treatment of vaginal 
discharge. Burns from Lysol and potassium per- 
manganate are not uncommon. Discontinuance of 
the agent and the institution of therapy to prevent 
secondary infections and to promote healing, lessen 
the scarring and deformities. 


Pathologic Processes—Vaginal discharge may 
occur as a result of pathologic processes in the 
cervix, the uterus or the tubes. Chronic cervicitis 
should be treated by cauterization or conization of 
the cervix. Polyps of the cervix should be removed. 
Cervical carcinoma may, and usually does, become 
secondarily infected. The institution of radiation 
therapy for the carcinoma will cure the discharge 
on the one hand and alter its character on the 
other and frequently promote a vaginal discharge 
which is the result of the radiation therapy. 


Uterine tumors such as fibroids, diseases of the 
endometrium such as tuberculosis and carcinoma, 
constrictions of the cervical canal producing uter- 
ine pyometra, diseases of the tubes such as carci- 
noma and intermittent hydrosalpynx may cause 
vaginal discharge of one sort or another. When 
one does not find an adequate explanation for 
discharge and its attending symptoms in the vagi- 
na, he is duty bound to investigate those organs 
higher in the generative tract and rule them out 
as possible sources of the discharge. 
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Summary 

A review of the problem of vaginal discharge 
has been presented. Its method of study, its etiology 
and its treatment have been discussed. Monilia 
infections have become more frequent since the 
ifstitution of antibiotic therapy. The patient who 
has once developed a monilial infection following 
the use of broad spectrum antibiotics should be 
warned that recurrence of the infection is possible 
with subsequent use of antibiotics and that she 
should be protected with the incorporation of a 
safe and effective antifungal antibiotic. Gono. 
coccal infections are not as frequent in private 
practice as formerly, due to the effectiveness of the 
sulpha and antibiotic therapies, promoting rapid 
cure and thereby decreasing the number of con- 
tacts. Monilial infection in the child is frequent 
and is treated the same as the adult with instilla- 
tion of 1 per cent gentian violet into the vagina 
daily for five days. Foreign bodies in a child are 
one of the most common causes of vaginal dis- 
charge and can be easily located by employment 
of the endoscope as a vaginoscope. Chronic cer- 
vicitis, uterine fibroids and endometrial _tuber- 
culosis, endometrial carcinoma, stenosis of the 
cervix with resultant pyometra, hydrosalpynx of 
the tube and carcinoma of the tube may be the 
source of discharge above the level of the vagina, 
and their possible presence should always be sus- 
pected when explanation for the discharge cannot 
be found in a study of the vagina. 
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as a Screening Test 








N 1952, Dawber and co-workers' reported in 
| Circulation a study of 2,000 records compar- 
ing multiple and single lead electrocardiograms 
as aids in the detection of heart disease. Their 









impression was that lead 1 alone was the method 
of choice for electrocardiographic screening be- 
cause it was simple and convenient to record and 
it classified correctly almost as many normal in- 
dividuals as did the twelve-lead electrocardiogram. 
At that time I was investigating similar techniques 






for potential screening procedures and felt it would 







be important to know in what situations the single 
lead might be misleading. Therefore, a different 
aspect of the same problem was studied. Instead 
of comparing lead 1 and the twelve-lead electro- 
cardiogram with the final clinical diagnosis as did 










Dawber, I compared the interpretation of lead 
1 with the interpretation of the twelve-lead trac- 
ing. 

In a recent issue of the Journal of the American 
Medical Association, Weintraub* reported that in 
200 abnormal twelve-lead electrocardiograms, lead 
1 was normal in 26 per cent and implied that 
lead 1 alone is not a satisfactory method for mass 









screening of heart disease. Since my data are so 
closely similar to those of Weintraub, they are 
being reported at this time in confirmation of his 
findings. However, it is necessary to stress that 
neither Weintraub’s findings nor mine militate in 
any way against the opinions expressed in Daw- 
ber’s paper since different aspects are involved. 
In fact, the data in this report confirm Dawber’s 
opinions as well, since in 95 per cent of the cases 
in my series the interpretation of lead 1 alone 
coincided with that of the twelve-lead electro- 
cardiogram. Thus, lead 1 is almost as good at 


classifying the electrocardiogram as is the twelve- 
lead tracing, 








Whether or not one believes the electrocardio- 
gram is a good screening method for the detection 
of heart disease, or indeed whether screening pro- 
grams in general are of public health value, de- 
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Single versus Multiple Lead Electrocardiograms 


By I. Donald Fagin, M.D., F.A.C.P. 
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pends somewhat on one’s personal experience and 
philosophy. The major detriment of screening 
methods in my opinion is the false sense of security 
which normal findings tend to inculcate and it is 
not necessary to review here the frequency with 
which normal electrocardiograms are encountered 
in patients with heart disease. 


Material and Results 


The material consists of electrocardiograms 
taken in an eight-month period in 1952 on 2,100 
consecutive patients attending an out-patient di- 
agnostic clinic in Detroit (the Health Institute). 
Patients referred for 
either as part of a periodic medical examination 
or for additional evaluation of clinically detected 
cardiovascular abnormalities. Routinely, twelve 
leads were taken; standard leads, a V leads, and 
leads V, through V,. (Additional leads such as 
high V, back, ensiform, abdominal, and VR leads 
were taken when indicated, but these supple- 
mentary leads were not considered in this study). 


were electrocardiograms 


Separate interpretations were made of lead 1 
and of the twelve-lead electrocardiogram. Criteria 
for normalcy of wave amplitude, direction, and 
contour for lead 1 were essentially those de- 
scribed in Table II of the paper by Dawber et al, 
and the interpretation of the twelve-lead electro- 
cardiogram was in accordance with currently ac- 
cepted criteria. The designations “normal,” “ab- 
normal,” and “borderline” were used for interpre- 
tation and classification in both groups; i.e., lead 1 
alone and the twelve-lead tracings. For purposes 
of the study, we were interested in electrocardio- 
grams in which there was a difference between the 
classification of lead 1 and that of the twelve-lead 
curves. If the discrepancy resulted from the for- 
tuitous occurrence of premature contractions, a 
paroxysmal arrhythmia, or intermittent conduction 
defects in leads other than lead 1, thus leading to 
a Classification of lead 1 as normal and the twelve- 
lead curve as abnormal, the electrocardiogram was 
not included in the discrepancy group since such 
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occurrences are merely a function of the longer 
time involved in taking the twelve-lead tracing. 

The twelve-lead curves were distributed as 
follows: 
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In the normal twelve-lead electrocardiograms 
there were twelve instances (0.7 per cent) in 
which lead 1 would have been classified as ab- 
normal] by the criteria mentioned. In each case 
this was due to right axis deviation and other 
changes secondary to vertical electrical position of 
the heart. 

Of the twenty-two borderline twelve-lead elec- 
trocardiograms, eight (36 per cent) exhibited a 
normal lead 1. In the 389 abnormal twelve-lead 
electrocardiograms, there were ninety-four in- 
stances (24 per cent) wherein lead 1 was normal. 
The discrepancies occurred in tracings exhibiting 
one or more of the following abnormalities: 
































































































































ST-T changes of non-specific origin................ 28 
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Summary and Conclusions 


In a group of 2,100 twelve-lead electrocardio. 
grams, twelve (0.7 per cent) of the normal trac. 
ings, eight (36 per cent) of the borderline trac. 
ings, and ninety-four (24 per cent) of the ab. 
normal tracings exhibited a discrepancy between 
the interpretation of lead 1 alone and the inter. 
pretation of the twelve-lead curve. On the other 
hand, using these figures differently, in the entire 
group of 2,100 cases, only 114 tracings (5.4 per 
cent) exhibited this discrepancy. Two conclusions 
thus seem warranted: 


1. In abnormal electrocardiograms, a normal 
lead 1 occurs too frequently to warrant the use 
of the single lead tracing as a diagnostic measure. 
This assumption could have been made on an 
a priori basis since there are few today who would 
argue against the superiority of multiple leads. 


2. Since in almost 95 per cent of all curves lead 

1 accurately classified the electrocardiogram, the 

single lead could justifiably be used as screening 
procedure. 
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Generalized Eczematoid Dermatitis with 
Severe Alopecia due to Food Sensitivity 


Case Report 


N recent years, numerous observers'~> have com- 

mented on the importance of foods as one of 
the causative factors in eczematoid dermatitis. As 
an additional instance of such allergy, an unusu- 
ally severe and disabling case of generalized der- 
matitis of six years’ duration, which required 
lengthy periods of hospitalization, is herewith re- 
ported. The dermatitis subsided dramatically with 
the elimination of milk and tomatoes from the 
patient’s diet. 


Report of Case 


R. K., an eighteen-year-old, single, white woman, 
was seen on June 28, 1954. Examination revealed a 
generalized, scaly, erythematous dermatitis involving the 
entire skin except for the palms and soles. The scalp, 
posterior-auricular areas, eyebrows, eyelids, pubic area, 
groins and axillae displayed varying degrees of oozing, 
crusting and pustulation; there was a foul, musty, offen- 
sive odor. Alopecia involving one-half the scalp was 
present. Three linear scars were present on the right 
breast. Blood pressure was 120/80, pulse 82. Physical 
examination, other than the skin findings, was essen- 
tially normal. 

The history of the present illness is as follows: Six 
years previously, in the summer of 1949, the patient 
suffered a laceration of the scalp when she struck her 
head against a low ceiling beam. The wound was washed 
daily for one week with a strong laundry soap and 
apparently became secondarily infected. She was taken 
to her family physician who gave her a series of peni- 
cillin injections and an ointment. In a few weeks the 
dermatitis became generalized. There was an associated 
pruritus of marked severity. The patient was _hos- 
pitalized for three weeks with partial improvement in 
the dermatitis. She continued treatment at home for 
two weeks and then sought medical attention from a 
second physician. He also gave her penicillin injections, 
which on this occasion, in conjunction with the use of 
various ointments, caused the dermatitis to involute. 

In January, 1950, the dermatitis reappeared to involve 
the entire skin, and the patient was hospitalized at a 
second institution on March 24, 1950. After two weeks, 
she was discharged from the hospital with partial im- 
provernent. Throughout 1950, minor exacerbations of 
dermatitis occurred. A severe flare-up caused her to be 
hospitalized for the third time on November 29, 1950. 
The dermatitis failed to respond -until ACTH therapy 
was used for a period of two weeks. The patient was 
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discharged to the out-patient department on January 
19, 1951. There she receeived semi-weekly injections 
of liver extract for one month with partial improvement. 
After a few months, the dermatitis gradually increased 
in severity and the hair of the entire scalp was lost. The 
patient was admitted to a third hospital on June 29, 
1951, where after two months of soothing therapy, the 
dermatitis subsided and the hair of the scalp returned. 
Again the dermatitis recurred shortly after discharge 
from the hospital. Since that time, the patient has had 
four additional periods of hospitalization at two other 
institutions ranging from six months to one month in 
duration. 


In addition to the eight periods of hospitalization, 
she has made frequent visits to dermatologists and 
general medical men from whom she received x-ray 
therapy, cortisone, ACTH, vitamins, antihistaminic 
drugs, sedatives and innumerable external medicaments. 
On November 30, 1953, she was hospitalized for incision 
and drainage of an abscess of the right breast. Among 
the many diagnoses which she received were generalized 
moniliasis, neurodermatitis, and seborrheic dermatitis 
with a prominent psychogenic overlay. Prior to the onset 
of the patient’s present dermatological condition, she had 
experienced no skin troubles or other manifestations of 
allergy. There was no family history of skin disease or 
allergy. 

Following her first visit on June 28, 1954, the patient 
was started on a regimen of weekly injections of sodium 
thiosulfate solution, intravenously, colloid baths, benadryl 
and 3 per cent vioform ointment. On July 23, 1954, 
an abscess developed in the right breast, which dis- 
charged spontaneously following the use of continuous 
compresses of magnesium sulphate solution. Throughout 
the month of August, the dermatitis persisted with little 
change. 

On August 27 the patient was given an elimination 
diet. She was seen one week later and a slight but 
definite improvement in the dermatitis was noticed. 
Additional foods were added to the diet at three-day 
intervals. Continued improvement was shown until milk 
was added. The patient stated that within a few hours, 
her skin became redder and pruritus was increased. A 
similar reaction of less severity occurred when tomatoes 
were added to her diet. With the avoidance of milk 
and tomatoes gradual improvement in the dermatitis 
was maintained. Rapid regrowth of the scalp hair fol- 
lowed. By November 12, 1954, the patient’s appearance 
was sufficiently improved for her to take on a full- 
time job. 

On December 14 the patient drank a glass of milk. 
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Within two hours this was followed by an attack of 
pruritic erythematous blotches on her trunk and arms. 
The ingestion of tomato juice on December 20 pro- 
duced a similar but less intense attack of dermatitis. 
The patient was seen again on January 8, 1955. At 
that time she presented scaly erythematous patches of 
dermatitis on her face and ears. The eyelids revealed 
oozing and crusting. There was present a diffuse, poorly 
defined, oozing, erythematous dermatitis in the axillae 
and on both breasts. The patient stated that she had 
been doing very well until she had eaten spaghetti, 
which was very rich in tomatoe sauce, four days pre- 
viously. Her present attack of dermatitis began a few 
hours later and had been growing progressively worse. 
Treatment was again given with weekly injections of 
sodium thiosulfate solution, benadryl and vioform cream. 
The dermatitis gradually subsided thereafter. The patient 
was seen on January 29, 1955. The dermatitis had 
involuted almost completely except for a faint erythema 
of the axillae and antecubital areas. The patient has 
remained well since then. 


Comment 


A discussion of this case raises two points which 
are highly controversial and closely interrelated. 
First, how frequently is food allergy a factor in the 
etiology of eczematoid dermatitis, and secondly, 
what is the best diagnostic procedure to determine 
the causative foods if present? Flood and Perry? 
reported that the causal role of foods was demon- 
strated in twenty-nine of thirty cases of recalcitrant 
vesicular eruptions of the hands. Winston and Sut- 
ton* found thirty cases in 388 cases of eczema of 
the hands which cleared up with elimination of 
allergenic foods. In regard to eczemas of areas 
other than the hands, Livingood and Pillsbury* 
presented data on twenty-six patients in whom 
they believed foods represented a primary etiologi- 
cal factor or a significant contributory factor; they 
estimated that food allergy seemed to be of primary 
or secondary etiologic significance in about 6 to 8 
per cent of their clinical material. Guthrie and 
Mandel’ reported that ten of a total of 196 cases 
of eczematoid dermatitis hospitalized in one year 
were due to food allergy. 

In contrast to these reports, many dermatologists 
believe that if food allergy causes eczematoid der- 
matitis of the hands or elsewhere, it occurs so 
infrequently that it can be ignored as a possibility. 
This low index of suspicion of food allergy is well 
illustrated by the present case report. The patient 
had been under the care of four excellent dermato- 
logical staffs. She recalls no instance of being 
questioned about foods or having any attempts 
made with diagnostic procedures to determine pos- 
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sible food sensitivity. This is all the more reinark. 
able in that the patient informed every examiner 
that she believed tomatoes caused a flare-up in her 
dermatitis. 

This apparent diversity of opinion among der. 
matologists can well be explained by the difficulty 
in determining food sensitivity not only in eczema. 
toid dermatoses but in non-dermatological condi- 
tions as well. The crux of the problem lies in the 
lack of a generally accepted, satisfactory, easily 
performable diagnostic procedure. Skin testing, 
for ease of performance, would appear to be the 


method of choice, but many allergists® agree that 
the results of cutaneous tests may be highly mis- 


leading and of limited value in food allergy. Ran- 
dolph’s? case of milk sensitivity causing headaches 
of such severity that two surgical operations were 
performed for relief of pain presented negative 
skin tests. Allergic re-evaluation by means of elimi- 
nation diets and trial diets demonstrated the causal 
role of milk in his case. Elimination and trial diets 
have proven the most conclusive means of detect- 
ing food allergies in the hands of dermatologists 
who have reported on this subject. But these ap- 
proaches are also full of pitfalls and the results are 
often confusing. Some investigators? believe that 
only by hospitalization can a patient be properly 
followed to evaluate the findings of these methods. 

To return to the question of frequency of ecze- 
matoid dermatitis from food sensitivity, an esti- 
mate based on reported studies is that about 5 to 
10 per cent of such eczemas have a food factor of 
some significance. Consequently, it appears advis- 
able that in any protracted case of eczema which 
has not responded to acceptable therapeutic proce- 
dures, a search for a possible food allergen is indi- 
cated. In the present case, such a search proved 
particularly rewarding. 


Conclusion 


1. A case of generalized, chronic, disabling and 
disfiguring seborrheic dermatitis of six years’ dura- 
tion in an eighteen-year-old, white, single woman, 
which cleared up with the avoidance of milk and 
tomato products, is reported. 

2. The difficulty of ascertaining the presence of 
food allergy with present diagnostic procedures 1s 
discussed. 
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The Role of the Family Physician 
in Psychiatric Problems 


EDICINE at mid-century is drifting more 

and more toward a unitary concept of 
health and disease in which the patient is viewed 
not only in the light of pure science but also 
against the backdrop of his environment and _as a 
contributor to his illness as well as its subject and 
its object. Health and disease are now seen as 
modalities of life determined by forces and stresses 
arising from within and without the organism. 

This is by no means a new orientation for medi- 
cine. Until a century ago, the physician was quite 
conscious of the general condition of the patient in 
relation to his environment. Because of the inade- 
quacies of his scientific knowledge then, the doctor 
had to rely mainly upon his own observations of 
his patients and their reactions to illness in order 
to provide assistance and comfort. With the ad- 
vances in medical knowledge, however, in the 
latter part of the last century there was a move- 
ment away from this personal focus to a growing 
pathology that could be demonstrated, to an 
absorbing interest in the delineation of disease 
entities in classification and prognostication and 
in the search for causes and cures. 

This new movement brought with it tremendous 
changes in medical knowledge and practice. Epi- 
demic, infectious and other devastating illnesses 
of the past were gradually brought under control 
so that doctors found themselves devoting less time 
to the dramatic treatment of the acute conditions 
that used to decimate the population and much 
more to chronic, intermittently disabling, though 
not rapidly fatal, disorders. Thus, while from the 
point of view of preservation of life the great 
revolution in medical science has yielded an abun- 
dant harvest, at the same time it has brought with 
it certain problems and it is our intention to con- 
sider some of these problems in this presentation. 

As disease has changed, so too has the practice 
of medicine changed and, as the family doctor 
examines his practice today, he finds that the 
chronic, intermittently disabling illnesses which 
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he is called upon to treat are frequently those of 
emotional disorder, psychosomatic illnesses and 
geriatric problems. It will be noted that each of 
these illnesses have psychiatric connotations and 
one can say with little fear of contradiction that 
psychiatric problems are not eagerly sought after 
by physicians in general practice. Despite his feel- 
ings, however, and despite his reluctance to be- 
come involved in this type of problem, the family 
doctor encounters them and, in fact, he has them 
upon his doorstep in great profusion. True enough, 
many of them are there masquerading under vari- 
ous congeries of symptoms. 

To complicate this family physician-psychiatry 
problem a bit further, it is now generally agreed 
that the family doctor is really the first line of 
defense against mental disease. Because patients 
and their families consult him first, he is seen to 
be not only in a position to detect emotional 
disorders in their incipiency, but also to prevent 
or eliminate those conditions which are harmful to 
mental health, especially as they show themselves 
in childhood. Emotional disorders may be super- 
imposed upon physical illness; they may compli- 
cate it; or they may arise independently. However, 
they manifest themselves, the patients and their 
families feel justified in presenting them to their 
family doctor, even as they feel justified in taking 
to him their various anxieties and their conflicts. 
The niceties of differential diagnosis elude these 
patients. They have no knowledge either of the 
fine distinction between organic and functional 
ills or the preferences of the doctor. They know 
only that they are ill and they look to him for 
assistance. Inasmuch as the incidence of these 
problems shows no evidence of dropping, we are 
justified in regularly reviewing our knowledge of 
them and that is our intention here. 

We are not primarily concerned with the major 
psychoses per se in this presentation. They are 
medical emergencies and they require specialized 
treatment, usually under protective cover. We 
are, of course, concerned with them from a hu- 
manitarian standpoint, for we know the distress 
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they bring to individuals and to families; also, the 
medical and economic problems they pose interest 
us as citizens. The statistics concerning these ill- 
nesses are overwhelming. Were those of any other 
illness even to nearly approximate them, a national 
emergency would be declared, but in the case of 
mental disease they are met with a respectful 
apathy. This is not the place to elaborate upon 
mental hospital statistics, but rather let us consider 
just two aspects of the problem in order to keep 
it in proper focus. The first: half of the nation’s 
hospital beds are occupied by patients with mental 
disorder. The second: a quotation from recent 
U. S. Public Health testimony before a Con- 
gressional committee: * 


“The cost of taking care of the mentally ill with public 
funds, including maintenance of such patients in public 
hospitals, VA pensions, and other State and local mental 
health activities, in 1952 amounted to $1,041 million, or 
about $2,900,000 per day. This is about $2,000 per 


minute day and night.” 


It would appear, then, from these facts alone 
that time spent in the prevention and early detec- 
tion of mental disorder is exceedingly important 
and, in fact, this function could well be one of the 
most important we perform from both a humani- 
tarian and an economic standpoint. 

The frank and florid psychoses are easily recog- 
nized and only rarely is the family doctor required 
to cope with them. It is the insidiously developing 
processes which cause the trouble. Often these 
are malignant and there is danger that they might 
be missed entirely, masked as they frequently are 
by vague and ill-defined hypochondriacal symp- 
toms. These problems are a major challenge. Dis- 
covered soon enough and handled properly, the 
break may be prevented and the patients saved 
for useful lives. 

Schizophrenia is a case in point, responsible as 
it is for the blighting of over 100,000 young lives 
each year. In its early stages, it usually lacks the 
features suggestive of the later, full-blown psy- 
chosis. The irrational, illogical, unpredictable be- 
havior, the dream-like quality usually associated 
with schizophrenia, is often inconspicuous in its 
early phases. The young patient may simply appear 
to be unduly worried over physical symptoms for 
which no organic cause can be found. A certain 


*Dr. R. H. Felix, U. S. Public Health Service. Hear- 
ings before Committee on Interstate and Foreign Com- 
merce. House of Representatives, Oct. 7-8-9, 1953. Page 
1087. 
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degree of reticence, shyness or mild ecceniricity 
may be noted, or perhapse a certain withdrawal 
from social contacts, but there is little to indicate 
that beneath the surface negative, destructive feel. 
ings are in operation, often directed toward people 
with whom the patient seems to be most con. 
genial. The conflict that ensues, accompanied by 
its terrible anxiety, sometimes erupts into aggres- 
sive and violent behavior; but much more fre- 
quently it is masked by physical symptoms: chronic 
pains in the abdomen or in the back of the head, 
or symptoms of some vague gastrointestinal condi- 
tions. Many patients who eventually reach the 
psychiatrist have had more than one operation for 
physical symptoms connected with a threatened 
outbreak of schizophrenia. The important thing is 
to keep this illness in mind, for the longer it goes 
on untreated the less satisfactory the results of 
treatment. Early diagnosis and prompt referral 
of the patient to competent psychiatric care is the 
watchword in the battle against schizophrenia, for 
its inroads lead to the eventual filling of federal, 
state and private mental hospitals with their hard 
core of chronic patients. 

The patients with paranoid psychotic reactions 
also are in need of early detection by the family 
physician. Although only a small number of them 
exhibit real danger to society, the potential danger 
should never be forgotten. These illnesses, too, 
may be ushered in by hypochondriacal symptoms 
involving any bodily system but the complaints 
usually have a bizarre quality. The patient will 
accept no explanation for them other than those 
he has concocted himself and he accepts no reas- 
surance about them at all. In need of some rela- 
tionship, yet being removed from friends and 
neighbors through suspiciousness, these patients 
tend naturally to gravitate to doctors’ offices where 
some contact and solace may be found. Even this 
relationship markedly increases the patient’s ten- 
sion, however, and it cannot be sustained too long. 

Often in the late stages of a paranoid psychosis, 
the delusions become encapsulated from the rest 
of the personality and have little emotional drive 
behind them, but this is not so earlier. Then the 
delusions have a marked anxiety charge and the 
situation is potentially explosive. All doctors, par- 
ticularly those in community practice, should be 
alert to the various signs of danger. The first of 
these is intense feelings associated with the false 
beliefs. The greater the hatred that accompanies 
them, the greater the danger that the patient will 
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act against his supposed persecutors. The greater 
his conviction that he must protect himself, or 
protect a member of his family, the greater the 
potential hazard. Dangerous, too, are those pa- 
tients who have assigned to themselves some spe- 
cial mission in life, especially if they give any 
indication that in achieving their ends, any means 
is justified. 

Many paranoid patients derive satisfaction from 
their delusional systems or from real life situations 
that somehow shelter them from stress. An upset 
in this tension-satisfaction balance, however, is 
fraught with danger. A bad portent is the narrow- 
ing of the focus of hostility from many people to 
a few, or, especially, to one. A serious misinter- 
pretation of an ordinary but distressing event is 
also omnious. Being fired or demoted in his job 
may be seen by the patient as part of a plot to 
destroy him, and when a patient claims that some 
particular person is out to get him or that the 
doctor is giving him poison instead of medicine, 
the situation is hazardous. There may be a fusion 
of hypochondriacal complaints and delusions of 
persecution, with the patient blaming his sup- 
posed physical decline on some doctor who used 
to treat him. Warning signs of changes in the 
direction of danger are those of increasing tension, 
agitation, restlessness, and anxiety. The individual 
becomes more demanding and more resentful 
when his demands are not met. At this point, there 
is danger of a panic-like state at the thought of 
some imminent attack against himself. Delay in 
the hospitalization of these individuals is to court 
disaster. For the sake of the patient and society 
alike, it is imperative that they be placed under 
the protection of a hospital. 

Those physicians who are in community prac- 
tice are undoubtedly more alert to the dangers 
just mentioned than they are to those associated 
with a depressive state, unless the latter is un- 
mistakably psychotic in nature. The implications 
of the milder depressions masked by physical com- 
plaints are often missed. The treatment of de- 
pression has been revolutionized in the last fifteen 
years and with modern therapeutic methods at- 
tacks of depression can usually be terminated with- 
in a brief period of time. This is true of most 
depressive reactions. Hence the protection of de- 
pressed patients against suicide and their prompt 
hospitalization and treatment are also matters of 
urgent importance, 

There is no need here to indicate that the most 
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prominent symptoms of depression are chronic 
states of dejection or despondency accompanied 
by self-depreciation. A depression may range in 
severity from a disturbance of a psychotic nature 
(manic-depressive or involutional) to a mild re- 
active depression. The underlying psychopathol- 
ogy is similar in all these types, but disturbance in 
personality function varies. Many patients whose 
symptoms are vague, persistent, manifold and ill- 
defined are suffering from mild psychoneurotic 
depressions masked under multiple somatic com- 
plaints. Included among these complaints are fa- 
tigue, insomnia, loss of interest in work, family 
and friends, and, not infrequently, vague wide- 
spread aches and pains. Early morning awaken- 
ing and mild loss of weight are almost typical of 
the pattern and questioning will reveal that the 
patients feel worse in the morning and have dif- 
ficulty in getting started on their daily activities. 
At the end of the day, if there have been no un- 
usual difficulties, they feel somewhat better but 
one should not take solace in this, for the cycle is 
repeated the next day. 

Patients who are moderately depressed may be 
real suicidal risks, in greater danger, in fact, than 
those in the depths of despair, for the latter have 
difficulty in assembling their faculties sufficiently 
to carry out a planned action. Obviously, every 
patient who is just slightly depressed does not 
seek to destroy himself; but the important thing 
is to be able to decide which ones are likely to 
do so. It is the hopeless patient, the one who sees 
no reason for living and who believes that his 
family and the world will be better off without 
him, who is the serious risk, as is the patient whose 
agitation is increasing and who is given to im- 
pulsive action. 

No matter how we may feel about it, and ad- 
mittedly even its name is frightening, convulsive 
therapy is remarkably beneficial in depression of 
any variety. Techniques of electrotherapy have 
been improved over the years so that risks of 
serious complications and of undue distress to the 
patient are extremely small. Convulsive therapy 
is the treatment of choice in endogenous depres- 
sions and in many reactive cases. In some in- 
stances, it is required before psychotherapy can be 
effectively carried out. In the mild reactive de- 
pressions, convulsive therapy is hardly necessary 
and supportive therapy may be all that the pa- 
tient needs. The family physician has been giving 
this type of treatment for ages past. He does need 
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to be sure, however, that he is dealing with a 
relatively well integrated individual, for, if he is 
not, a mild reaction might well advance to a 
severe process, with the suicidal danger greatly 
enhanced. 

Actually, the severely depressed patient whose 
illness comes on in a rush is in a more fortunate 
position today than the mild depressive. Ordinari- 
ly, his critical condition brings him promptly to 
the hospital where he receives treatment that 
greatly shortens his period of disability. The mild 
depression is quite likely to pass unrecognized and 
the patient drags on alone and unaided. Even if 
the diagnosis is made, radical treatment is put 
off and evaded by both doctor and patient, and 
there is the possibility that the condition might 
become long lasting or intractable. Depression, 
like schizophrenia, needs medical treatment and 
supervision from the early stages. If it is in- 
sidious in onset, it may pass to chronicity before 
it is even suspected. If there is any question about 
its depth, it is best to transfer the responsibility for 
the patient to the psychiatrist, for it then becomes 
incumbent upon him to correctly diagnose and 
gauge the depth of the reaction. This decision 
may be crucial for the life of the patient and the 
welfare of his family. 

Though the major psychiatric conditions do 
not fall into the therapeutic province of the family 
physician, I have indicated briefly those which 
might prove dangerous. There are a number of 
other emotional problems which the doctor can 
do much to relieve, however, and most of these 
are related to anxiety. It is frequently reported 
that more than half of the psychiatric conditions 
encountered in general practice are those of early 
or chronic anxiety states. These fall into different 
areas, including physical deficits or organic lesions 
of one kind or another. Another large area is 
occupied by the anxiety neuroses, including ten- 
sion states and general anxiety-proneness. An- 
other, and this is of great importance, comprises 
anxiety states with severe somatic reverberations. 
Only part of this last group is made up of psycho- 
somatic illnesses proper, which involve actual or- 
ganic lesions or systemic deviations presumed to 
be initiated or nurtured by conflicts within the 
personality. 

Anxiety neuroses are marked by chronic, diffuse 
anxiety which may wax and wane but which rarely 
disappears. The reaction is not limited to dis- 
crete objects or suitations, as in the case of a fear 
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reaction, nor is it unconscious, as in some other 
types of psychoneurosis. Since the patient worries 
about every possible contingency and is continu. 
ously insecure, his condition may be extremely 
disabling. The anxiety disturbs the sleep pattern 
and the patient relives in dreams the unmastered 
danger threats of childhood. An acute attack of 
anxiety may begin suddenly, even in the absence of 
a precipitant. The patient has palpitations, his 
breathing is labored, he perspires and has a feeling 
of impending nausea and perhaps of diarrhea; 
these are the physical concomitants of anxiety, 
Often he fears that some physical calamity is oc- 
curring or he suspects that he may faint or lose 
control of himself. In the severe attack, the pa- 
tient is in panic, endangered from all sides, over- 
whelmed and completely helpless. When he re- 
covers from the acute experience, he remains 
chronically fearful lest it recur. This, in turn, 
increases his anxiety and makes him more vul- 
nerable; a vicious cycle! 

The chronic anxiety reaction tends to disturb 
body functions and the patient interprets such 
symptoms as diarrhea, indigestion, headaches and 
palpitations as evidence of incipent organic dis- 
ease. He is likely to be extremely apprehensive 
about his heart, to worry about infectious diseases 
and to be frightened by minor cuts and bruises. 
The fear of disease and the subjective physiological 
effects of anxiety bring him to the doctor at fre- 
quent intervals. It is axiomatic in psychiatry, as it 
is in all good medical practice, that these patients 
must be examined thoroughly. They tend to view 
their distress as a portent of disaster, and reassur- 
ance on the basis of perfunctory physical examina- 
tion will only increase their anxiety and their 
symptoms. 

Since the patient with chronic anxiety will ex- 
aggerate the slightest hint of organic disease, we 
are all constrained to avoid giving him any rea- 
son to misunderstand the facts. If organic disease 
is ruled out, the cause of the symptoms must be 
sought, for the diagnosis of neurosis of any kind 
can never be made by exclusion. Encouraging 
the patient to talk and to ventilate his problems 
may give initial relief in the case of mild or early 
anxiety. It is important to explain to the anxious 
individual the effects of fear, anger, tense anticipa- 
tion and other emotions upon the bodily systems. 
The personality and attitudes of the individual 
concerned are evaluated and the situations caus- 
ing frustrations and tension sought without undue 
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or injudicious probing. Demonstration of a tem- 
poral correlation between the appearance of the 
anxiety and certain events in his life may give 
the patient some insight and relief. He must see 
the necessity of adjusting to his limitations rather 
than struggle against insurmountable obstacles. 
Symptomatic relief is of course good medical 
practice, but it should be kept in mind that such 
relief is usually transient. 


By helping the patient to understand what is 
wrong with him, the family physician can do much 
to relieve anxiety states. His best work, of course, 
can be done in cases of anxiety reactive to an 
environmental factor at least partially recognized 
by the patient. Cases of obvious deep-seated ori- 
gin, those produced by unconscious conflict, will 
probably need the help of a specialist. Neverthe- 
less, even here the family doctor who has a 
basic knowledge of psychodynamics and knows 
his patient well may be able to determine the 
source of the conflict. It is one of the virtues. of 
treatment by the family physician that he knows 
the overall situation, while the specialist knows 
only part of it. In handling anxiety states, the 
crucial point to remember is that, while the spe- 
cific situations that produce anxiety may be un- 
changeable, attitudes to them are not, and an 
important part of treatment is in helping the 
individual to change illogical attitudes and lessen 
his tension. 


For many years, psychiatrists have sought some 
therapeutic agent which would control the physi- 
ological symptoms which accompany anxiety, but 
it is only recently that any really effectual agents 
have appeared. The drugs chlorpromazine and 
Rauwolfia Serpentina in its various forms seeem- 
ingly have the property of allaying anxiety and 
controlling agitation. Unfortunately, ideation is 
not changed and the drugs are not curative, but 
they are potent agents and they are of great 
importance in the influencing of mood and be- 
havior. In addition, they are of particular value 
in controlling overactivity and even mania. 


Like all drugs, these agents have their un- 
toward reactions, but a knowledge of their work- 
ings allows one to use them in fairly large doses 
with relative safety. Also, like all therapeutic 
agents, only time and careful scientific observa- 
tion will determine their actual worth. In the 
meantime, however, they are of value in the 
hand: of the family doctor and psychiatrist alike 
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and already they have proven of value in the 
conditions outlined above. 


The emotional upsets of both the male and 
female in middle years belong quite properly to 
the family physician, unless a psychosis appears. 
The doctor who knows the patient best and whom 
the patient trusts the most is best qualified to 
treat him at this time, no matter what his spe- 
cialty. He should be on the watch for the mild 
anxieties and minor depressive reactions that so 
often occur during the climacterium and endeav- 
or to check them before they evolve into dis- 
abling conditions. It is important to remember 
that endocrine changes, per se, play a small part, 
if any, in most of the psychiatric disorders which 
develop in the climacterium; or perhaps better 
stated, endocrine therapy is of little use in the 
treatment of psychiatric disorders which beset the 
female at this time of life. A large body of evi- 
dence suggests, for instance, that women who de- 
velop involutional psychoses have been subject 
to psychologic tensions for years and have culti- 
vated a way of life that provides no lasting emo- 
tional satisfaction. Similarily, the depressions of 
varying degrees which ocur in middle life in the 
male seem to be engrafted upon the personality 
structure of the individual and on faulty goals 
and values identified with the ego. Here again 
endocrine therapy is of no value insofar as the 
emotional symptoms are concerned. 


The depressive emotional upsets of men in 
middle life have sometimes been dignified with the 
name of “male menopause.” This is a complete 
misnomer. These difficulties occur in the fifth 
decade in dynamic, obsessive, hard driving indi- 
viduals. The illness can drag on for several years, 
exhibiting symptoms of depression, lessening of 
interest, vague physical signs, loss of zest, and 
general dissatisfaction. The encouraging thing 
about these patients is that they tend to recover 
under supportive therapy. They need advice, 
guidance and symptomatic treatment plus a 
chance to talk over their problems. Many of them 
have a semblance of insight and they desire as- 
sistance if it does not have to be purchased at 
too great a price to their self-respect. This treat- 
ment is also best given by the family physician 
whom they know and respect. 


More attention by all of us, family doctor and 
psychiatrist alike, to the needs of our aging popu- 
lation would yield enormous gains. Organic de- 
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mentia of an irreparable nature is much less fre- 
quent in older patients than is generally supposed. 
Many of the psychiatric pictures in senescence are 
related to conflicts and experiences of earlier life 
and to life-long unhealthy patterns of reaction. 
They are also due to altered status in the family 
and the community and to the inevitable signs 
of physical decline. With the aged patient, as 
with all others, the goal of therapy is to help the 
individual toward self-acceptance. The fact that 
he has an understanding physician who will see 
him, respect him and listen to him is of the 
greatest therapeutic value. The greatest need of 
the older person is to feel himself a participant 
in life. Because he fears the loss of his inde- 
pendence and his identity he may become emo- 
tionally unstable and may give up trying to ad- 
just long before he is seriously incapacitated. We 
have all seen elderly patients do this; they act 
as if they have struggled enough and they quit 
and withdraw and then become ill. 


Many problems of aging are imposed either by 
the individual himself or by society. Such prob- 
lems require individual attention in order to 
prevent personality disorganization. With the in- 
creased longevity of the population, chronic dis- 
eases and geriatric disorders are consuming a 
large portion of the time of the practicing physi- 
cian. There are now eleven and a half million 
people aged sixty-five and over in these United 
States, a sizable segment of the population. The 
emotional problems of this group are an offshoot of 
social and economic phenomena. The family phy- 
sician will find it intensely rewarding to direct 
some of his attention to the emotional pressures 
peculiar to old people in our culture, and to the 
possibilities of modification of their way of life, 
their attitudes toward themselves, and the emo- 
tional climate that surrounds them. No other 
psychiatric situation responds better to sugges- 
tion, interest, kindness and symptomatic treatment. 
Obviously, then, this task is best done by the fam- 
ily doctor. 


Old age is a time of major stress imposed on 
the waning physical and mental capacities of the 
individual. The props of individual security van- 
ish. No longer are the satisfactions of work and 
independence forthcoming. One is old by fiat 
of an industrial culture, and sixty-five is the age 
of forced retirement. Loved ones die and the 
world takes on a new and disordered appearance. 
It is not easy to give up roles and activities as- 
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sociated for so long with self-worth and adult 
productivity. 


The subjective emotional experiences of the 
aging individual may be a welter of frustration, 
insecurity, anxiety and disappointment. Many 
times this experience sets the stage for morbid 
behavior. Feeling himself a burden to others, 
sensing hostility in others, the elderly person in 
turn reacts with resentment and hostility. T his, 
and the guilt it evokes in him, may well iead to 
a depressive reaction. Increased isolation may 
foster hypochondriacal preoccupations and _para- 
noid reactions. Not infrequently, physical illness 
precipitates or contributes to a psychiatric disorder 
in old age. Physical illness, of which the patient is 
unaware, is sometimes the basis of a depression. 
Inanition, impairement of health, all lower the 
threshold of tolerance to anxiety. Defects of vision 
or hearing may augment suspicion and lead to 
paranoid tendencies. 


Like affective disorders in other age groups, 
depressions in senescence respond favorably to 
treatment. The fact that physical treatments, 
preferably electroshock, are effective in so many 
cases of depression and in some of the paranoid 
reactions of old age, confirms the functional na- 
ture of many of the psychoses of senescence. It 
lends support to the impression frequently re- 
ported in the recent psychiatric literature that 
there is even a large psychological component in 
the etiology of senile deterioration. Certainly, 
senescence is a cultural artifact, as well as a bio- 
logical reality. By helping these patients to accept 
themselves and the modifications imposed by their 
changing circumstances, the doctor in community 
practice can help reduce the admission rate to 
mental hospitals of many old people who are de- 
serving of a better fate. 


It seems, then, from this review that the psychi- 
atrist and the family physician have much in 
common and that, as medicine moves into its 
comprehensive approach to patients on a wider 
scale, we shall move into even closer relationships. 
We shall like it. I don’t know how you will feel, 
but in closing let me give you some advice from 
one of your own confreres. In speaking of neurotic 
patients, Dr. Ronald Gibson says:* 


(Continued on Page 754) 





*Introducing the Family Doctor. Ronald Gibson, 
Provost, SE England Faculty, College of General Prac- 
titioners, Lancet, p. 409 (Aug. 27), 1955. 
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Social and Economic Aspects of Medicine 


N the Western world the increased life ex- 
pectancy achieved in this century is phenome- 

nal. In 1900 the median age at death was thirty; 
in 1950, 66. Life expectancy at birth has in- 
creased from forty-seven years in 1900 to sixty- 
nine in 1950. In 1900, the percentage of voters 
fifty years or older was twenty-four, and in 1950, 
about thirty-five. The total population of the 
United States has doubled since 1900, but the 
population sixty-five and over has quadrupled, 
and the relative increase of our older voters con- 
tinues, 

The social and economic impact of these 
changes is apparent in many different directions. 
Private annuity and pension plans have mush- 
roomed. Government cradle-to-grave schemes and 
Townsend plans, with their emphasis on security 
in old age, have attracted the support of politicians 
and promoters, sociologists and economists. Special 
tax privileges have been accorded employers who 
set up approved pension plans for their employees, 
and self-employed groups are demanding the same 
right to save for old age. As the number of aged 
beneficiaries rises, pressure to increase Social Se- 
curity payments also rises. 

A new social force has developed in society that 
blurs the liberal-conservative cleavage. Free com- 
petitive society is confronted by older citizens 
whose competitive ability is markedly reduced but 
whose wants remain. Doctrinaire socialists grope 
for collectivist answers to an unfamiliar problem. 

As our aged become better informed and or- 
ganized, their efforts will be directed toward pro- 
moting the stability of the dollar, since inflationary 
depreciation of purchasing power will vitiate the 
gains they may have achieved through Social 
Security, private pension systems and savings. Con- 
flict, therefore, between the aged pensioners and 
the monetary inflationists is inevitable. The shape 
of the future will depend to a large extent on the 
telative ability of the free enterprisers on the one 
hand and the leftists on the other in resolving this 
complex problem. 


_— 


Dr. Howard is Assistant Secretary of the American 
Medical Association, 
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By Ernest B. Howard, M.D. 
Chicago, Illinois 


The advantage clearly rests with the former 
since their legislative and political policies are 
designed to promote free markets, reduced govern- 
ment spending and public debt and _ balanced 
budgets—in short, conservative government fiscal 
policies and the promotion of economic growth in 
a framework of stability. The socialists, on the 
other hand, endorse policies which, all over the 
world, have led to inflation, depreciation of cur- 
rency, piling up of public debt, and destruction 
of the value of pensions and savings. 


What has socialism to offer to the aged and to 
others? As a dynamic force it is by no means 
spent: A definite shift to the right of its center 
of gravity, is, however, apparent. Formerly em- 
phasizing ownership of production by the state, 
socialist planners long since have substituted gov- 
ernment regulation for ownership. Furthermore, 
the anti-capitalist sentiment of earlier days is 
rarely heard now. 


The pendulum has clearly swung in England 
although the return to a free competitive economy 
will be slow and difficult. In the United States 
the leftist trend has been distinctly slowed by the 
advent of the Republican administration in 1952. 


It is obviously true that union leaders provide 
the core of doctrinaire socialist sentiment in our 
country today. The legislative platforms of both 
the AFL and the CIO stress increased government 
spending, bigger government, more “social” re- 
sponsibility and less dependence on individual en- 
terprise. What can we expect from labor? Labor’s 
pension policy has been fairly uniform due to its 
top priority in industry-wide collective bargain- 
ing. Health benefits, by contrast, have been nego- 
tiated in a relatively disorganized manner, with 
different unions promoting a variety of benefits 
and various mechanisms through which to pro- 
vide them. Many AFL unions have established 
labor administered health centers, while the CIO 
has tended to stress industry-wide benefits provid- 
ed through insurance and Blue Cross-Blue Shield. 
The medical care plan which combines group 
practice and prepayment-—so called panel prac- 


695 





































































































































































































































































































tice—-has received widespread favorable recogni- 
tion from labor, but a national trend is not visible 
at this time. The AFL-CIO merger obviously will 
have a profound impact on medicine, although it 
is by no means clear what the end result will be. 
It is predicted that the merged labor movement 
will now push the attainment of health benefits 
into a top priority bargaining position. This de- 
velopment will be accompanied by a uniform 
national approach. The diversity of current health 
systems, reflecting the relative disorganization of 
labor’s attack in the past, will be replaced by 
uniformity. Labor will seek employer-financed 
benefits of a comprehensive, service type. Com- 
prehensiveness will include treatment for chronic 
illness as well as preventive medicine and early 
diagnosis. Labor will strongly oppose the de- 
velopment of major medical insurance. A former 
UAW health consultant said in October, 1955, 
that “the major medical benefit concept is con- 
trary in principle to the basic tenets of union 
thinking.” .. . 

It is possible that if management assumes the 
burden of financing comprehensive, service-type, 
benefit programs for labor on a nation-wide basis, 
the pressure from labor for government interven- 
tion will subside. Should these circumstances de- 
velop, it is an interesting question whether man- 
agement may attempt to transfer a portion of the 
cost to the public through increased government 
taxation for health benefits. 

The need for close relations between manage- 
ment and medicine is therefore imperative. The 
danger exists that the future shape of medicine 
may be altered irrevocably at the bargaining table 
without medical representation and advice. 

The health insurance industry, too, is even more 
immediately concerned, since millions of subscrib- 
ers are involved in these labor negotiations. The 
antagonism of labor to the widely accepted insur- 
ance principles of deductibility and co-insurance 
is a matter of grave import. 

The increased political power of labor following 
the AFL-CIO merger is widely recognized. Actu- 
ally, the economic impact may be even greater. 
Politically, union labor leaders with rare excep- 
tions have for many years promoted the can- 
didacies of liberal thinkers and opposed conserva- 
tives. In most recent campaigns the political 
action of AFL and CIO unions has been almost 
indistinguishable. In the economic sphere, on the 
contrary, the AFL and CIO and even individual 
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unions within those two organizations have ep. 
gaged in vigorous competition. The merger of 
these two competing forces provides for the first 
time a modified labor movement whose economic 
and monolithic power is enormously enhanced, 
The promotion of uniform national levels of wages 
and benefits by this new integrated force will have 
extensive economic repercussions. 


In the midst of these broad movements, medi- 
cine has been able to produce a product of re- 
markable quality at a price well within normal 
expectation. Our basically competitive medical 
economy has produced long life expectancy, low 
infant and maternal mortality, innumerable new 
drugs and therapeutic agents, and vastly improved 
diagnostic methods—and at a relatively low cost. 
For over twenty years Americans have spent only 
about 4 per cent of their total expenditures for 
health care. During the same period the per- 
centage of their health expenditures paid to 
physicians has declined from approximately 1.80 
per cent in 1937 to 1.63 per cent in 1953. Fur- 
thermore, although the Consumer Price Index 
has risen from 100 to 1940 to 192 in 1954, the 
Index for medical care and drugs has risen from 
100 to 174. More interesting is the fact that the 
price index of the physican’s service rose only to 
160. Hospital rates, by contrast, moved from 100 
in 1940 to the astronomical figure of 322 in 1954. 
In the total health picture only hospital rates have 
shown this disproportionate price rise. These fig- 
ures derived from the Department of Commerce, 
indicate that with the exception of hospital care, 
medicine and the industries allied with it, such 
as the pharmaceutical industry, have been phe- 
nomenally successful in providing an improved 
product at a relatively cheap price. It is, in fact, 
the attractiveness of the medical product and its 
high salability that has intrigued politicians and 
stimulated their appetite for control... . 

Private enterprise in medicine has been suc- 
cessfully challenged in most nations outside the 
United States, probably because it lacked the 
energy, imagination and resiliency to adjust to 
new situations. Here, its record is truly phenome- 
nal and its alertness unparalleled. But it must 
mobilize its total resources and use them effective- 
ly if it is to avert complete domination by the 
social and economic forces that now press upon 
it. The socialist encroachment continues. Pro- 
posals to extend Social Security to the disabled; 
extensive construction programs for research, 
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medical schools, nursing homes, diagnostic cen- 
ters; government guarantees for mortgage loans 
to health facilities; federal reinsurance schemes; 










expanding veterans and servicemen’s dependents 
programs—these and many more signify continu- 
ing government assumption of responsibility in 
health. The aging population, growing labor 
dominance, political appraisals of voter interest, 
inflation, the rise of the hospital and certain pre- 

































payment developments have, in many instances, 
abetted that trend. 


To maiftain our private, competitive medical 
system we must maintain the public confidence, 
extend insurance, Blue Shield and Blue Cross into 
areas and age groups not now covered; experiment 
with new types of coverage, particularly major 
medical and hospital insurance, with deductibles 
and coinsurance; reduce the overhead of pre- 
payment systems to a minimum; publicize the ef- 
fectiveness and high quality of free choice, fee- 
for-service medical care; indoctrinate management 
and industry in the economics of medical care 
and be prepared to give expert advice in collec- 
tive bargaining negotiations; support and promote 
free enterprise in areas outside of medicine, espe- 
cially as individuals and members of civic organ- 
izations; support proposals for electoral reform; 
and participate in political and legislative action 
in accordance with federal and state laws. 


The aged can become ardent supporters of a 
capitalist economy if steps are taken now to 
deserve that support. Private insurance must 
meet the need by selling coverage during the 
working years that protects the worker in retire- 
ment; Blue Shield plans have a special role to 
play in serving the low-income aged group; the 
private nursing home industry needs to expand; 


retirement ages must be increased; special skills 
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and work capabilities must be discovered and 
created; medical research must probe the prob- 
lems of aging even more vigorously; economic 
stability must be engendered by sound fiscal policy 
and enlightened competitive enterprise. 


The challenge to medicine and to the producers 
of other services and goods is closely related. Simi- 
lar social and economic factors are influencing all 
segments of our economy. Close liaison, there- 
fore, between medicine and industry is essential. 

Finally, in promoting and selling individualism 
we must beware that we do not lose the words with 
which to express ourselves. Perhaps the most suc- 
cessful appropriation of a word by the socialists 
was their subversion of the word “liberal.” His- 
torically, “liberalism” was the humanistic philos- 
ophy of Edmund Burke and others who stood for 
freedom. The word itself is derived from “liber” 
meaning free. The great liberal tradition of the 
19th century was close to what we consider con- 
servative theory today. In a propaganda sense 
when the radicals of the left won control of the 
word “liberal” they achieved a signal public rela- 
tions victory. More astounding than that success- 
ful attempt, however, is the obvious move today by 
the collectivists to capture the word “conserva- 
tive.’ Dean Acheson :n his recent book, ““A Demo- 
crat Looks At His Party,” says: “What must be 
stressed is the underlying conservatism of the New 
Deal. By and large the New Deal was a clinic in 
the use of innovation to conserve and strengthen 
fundamental institutions.” A recent book, “The 
New Conservatism,” attempts to equate the word 
“conservatism” with modern liberalism. A resur- 
gence of historical liberal thought and its dynamic, 
forceful presentation are badly needed today. Med- 
icine must assume a prominent role in promoting 
that propaganda counterattack if we are to survive 
as a free profession. 
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Social Trends 











HAVE been asked to discuss the threat of 

broader socialization schemes in the field of 
health welfare—in other words, the threats in- 
volved in the burgeoning activities of the Federal 
government in this field. 

This amounts to a request for a diagnosis. That 
is very fine, except I am sure as medical men that 
you will agree that a diagnosis without some sort 
of corrective or remedial prescription is pointless, 
or at least a decidedly incomplete procedure. So I 
shall attempt also to offer something in the nature 
of a prescription. 

What are the threats, and what are the anti- 
dotes? Permit me to try to answer these questions 
under three main headings: 

Threat No. 1 is the over-all trend toward in- 
creasing reliance upon government, and particu- 
larly upon federally centralized government, for 
the solution of all human needs and problems. 
This trend is by no means limited to the field of 
health welfare. 


































































































Existence of this trend is too obvious and mani- 
fest to require detailed elaboration. This is over- 
simplification, of course, but sometime try this 
simple test: Go to your telephone company or your 
public library, and secure telephone or city direc- 
tories for the years 1916, 1936, and 1956. Check 
and compare the entries for the several years under 
the caption, “United States, Government of.” 

Actually, what we are talking about is no longer 





























a trend but a terrific on-rush, growing more and 
more uncontrolled and uncontrollable. A river is 
one thing. A rampaging flood is quite another. 
We are at the flood stage. 

What is the antidote to this threat? 

First of all it lies in re-education of ourselves, 
































and education of the younger generation of citi- 








zens, as to the basic premise of our American Con- 





stitutional system. I make no apology for mention- 
ing the Constitution. To support it, and defend it 
from all enemies, foreign and domestic, is the Con- 
gressman’s version of the Hippocratic oath. 
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By Hon. August E. Johansen 
Battle Creek, Michigan 


That basic premise is that government, if it js 
to be kept as a servant and not permitted to be. 
come a master, must be a government of limited, 
divided and diffused powers. 

A second antidote is to present to the American 
people, through every possible medium, the other 
side of the familiar argument that the complexities 
of modern life and society make it inevitable that 
government shall more and more be centralized in 
Washington and all affairs directed from the Fed- 
eral level. The other side of that argument, of 
course, is that the very vastness and complexity 
of our society make it impossible to run the whole 
show from a single central point. If we persist in 
trying to do it, more than the health of our Presi- 
dents will break under the burden. Either the vast 
machinery of government or freedom itself will be 
the final victim. 

The third antidote is ceaselessly to remind the 
people that there are other agencies of problem- 
solving and needs-meeting than the Federal gov- 
ernment or government at any level. Voluntary 
collective effort outside of government still exists, 
still functions—believe it or not—in business and 
industry, in the great professions, in education, in 
labor organizations, in philanthropy, in science, 
and even in agriculture. 

Threat No. 2 is the staggering volume and 
weight of billions of dollars of Federal monies— 
taxpayers’ monies expropriated by government— 
and the actual and potential influence and power 
of those billions. Money, including Washington 
money, talks. It can talk in many voices: in voices 
of temptation, in voices of distraction, in voices of 
control and coercion. Government money can even 
be hush money, silencing criticism. 

This is particularly true in the field of health 
welfare. This is something which directly con- 
fronts and affects you. It is something which you 
have constantly to buck. Don’t ever underestimate 
the potentialities of this power of money, a powe! 
for evil as well as good. 

Medical health budgets of the Federal govern 
ment, its departments, agencies and commissions 
for the Fiscal year 1955 totalled 2,131 billion dol- 
lars. They totalled some 137 million dollars more 
for Fiscal 1956. I do not have the exact total for 
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the Fiscal 1957 budget, but the proposed increase 
over 1956 is substantially greater than the 1956 
increase over 1955. 

Please bear in mind that Federal competition 
with the non-governmental activities in the field of 
medicine and health has one important difference 
fom Federal competition with ordinary business 
objectionable as that is. The business 
enterprise is geared in substantial measure, in 





enterprise 


terms of available capital, of economic resources, 
and of competitive know-how, to meet this type of 
government intrusion. The capacities of non-gov- 
enmental medical and health professions and 
agencies in this respect are, by their very nature, 
considerably more limited. No wonder your pro- 
fession and field of endeavor are viewed as fair 
and easy game for the do-gooders, the planned- 
society advocates, the socialists, and worse. 

And what is the antidote to this government big 
money threat? 

First of all, it is to disregard the old admonition 
against looking a gift horse in the mouth. Take 
a good long look in the mouth of every Federal 
give-away or subsidy program in your field. Take 
a good look and note and report the sharpness of 
the teeth of actual and potential governmental 
power and abuse you see there. 

Beware of the government when it comes bear- 
ing gifts. Remember, for one thing, that state and 
local governments have long been warning that 
usurption of their tax base and resources by the 
Federal government is strangling these units of 
government. Remember that every new proposal 
lor Federal grants-in-aid gives the noose another 
tightening twist. Remember also as taxpayers that 
the Federal government gives you nothing which it 
does not first extract from you and return with 
substantial handling charges deducted. 

I am frankly disturbed—please forgive the 
candor of a friend—over comments I have heard, 
even here today, with respect to some of these pro- 
posals; to wit, “We don’t particularly want some 
of these things; we haven’t asked for them, but if 
the Federal government wants to provide them, 
perhaps it is all right.” 

That is altogether too nonchalant and super- 
ficial an attitude, may I say with all respect. All 
other considerations aside, bear in mind that there 
s implicit in every such program an effort by 
‘omeone or some political party to match or top 
‘emeone else’s bid for public approval and votes. 
And also inevitably present is the invitation or the 
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political necessity, so-called, for someone else this 
year or next to try again to outbid the rival politi- 
clan or party. Bureaucracy thus becomes jet- 
propelled; each new explosive blast of fund-voting 
sends it and its schemes soaring higher into the 
political and fiscal stratosphere. 

Above all, and this is asking you to be a bit wiser 
and more self-restrained than some of your fellow 
citizens, the antidote lies in your refusing to yield 
to shortsighted selfishness. I plead with you, if 
there is some small (or large) segment of these 
programs which appeal to your interest or seem to 
assure you benefit, subject it to the same severe 
scrutiny you feel all the rest requires. Somewhere 
there must be some self-restraint, some self-disci- 
pline, some vision, or the outlook is blacker than 
I am willing to concede. 

One further antidote: there is urgently needed 
a clear and sharp awareness that there are many 
advocates of the welfare state who have learned all 
too well that what they cannot accomplish or gain 
by outright, direct assault and attack, can be 
wooed and won by the subtler arts of seduction, 
of gradualism, of sly and piecemeal accomplish- 
ment. ' 

Threat No. 3 is the confusion, sometimes honest 
and sometimes deliberate, of the public under- 
standing of the all-important difference between 
ends and means. 

It is the error, or the intentional wrong, of be- 
lieving or professing that if a specific end is right 
and proper and desirable, a specific means for 
accomplishing that end is automatically right and 
proper and desirable. 

It is, for example, necessary and right and even 
morally obligatory that medical care be provided, 
even more adequately than at present, for depen- 
dents of servicemen. The end is valid. But that 
does not imply that the right means, or the only 
feasible means of achieving that end, is through 
an enlarged military medical corps, through more 
government-financed and operated Armed Services 
hospital facilities, or at the price of permanent 
continuation of the doctors’ draft. Adoption of 
Blue Cross and Blue Shield plans for servicemen’s 
dependents, entirely or partially at government ex- 
pense, is at least one possible alternative and in my 
judgment an infinitely preferable one in the public 
interest, even more than in the interests of your 
profession. 

The end of adequate medical service for the 
nation’s veterans is a valid one. But it does not 
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automatically follow that the means must or 
should necessarily be exclusively through govern- 
ment hospitals, clinics and contract care. The 
hometown care program, in my judgment, must 
not be eliminated, because it provides one of the 
professional and governmentally sound means to 
the desirable end. 

It is necessary that the American people have 
adequate protection against the economic hazards 
of health. That is a valid end. But it does not 
mean that the right means of attaining that end is 
compulsory, nationwide, government-imposed and 
operated health insyrance. That is not the sound 
means to the desirable end. 

The antidote to this threat of confused means 
and ends is to carry the message, within your own 
ranks, to the nation’s legislators, and to the Ameri- 
can people, that great and noble and imperative 


ends in medicine and in every field of humani. 
tarian accomplishment can still be served by other 
and better means than burgeoning bureaucracy. 
higher and higher taxes, wilder and wilder spend. 
ing, more and more governmental centralization, 
and more and more statism with all the ominous 
power and threat that involves. 

My prescription for you, and for all my fellow 
Americans, is once again to proclaim liberty and 
by word and deed demonstrate that, as in the past, 
freedom is still the most prolific source of progress 
and problem-solving known to man. 

My prescription for America is that we become 
ever more vigorous challengers and competitors of 
government and so drive back the flood-tide of 
governmental power to the limiting banks and 
retaining walls of common sense and the Constitu- 
tion. 





WAYNE UNIVERSITY SENIORS VISIT RESEARCH LABORATORY 





Members of the senior class of the Wayne University College of Medicine and their wives 


visited Eli Lilly and Company April 1-4, 1956. 


While guests of Lilly’s, they inspected the research laboratories and toured pharmaceutical, 


biological, and antibiotic production facilities. 


First Row (left to right): Barbara Defeaver; Joan Pennington, medical secretary in the 
college; Joseph Kopmeyer, secretary of the class; Thomas Przybylski; Gaylord Alexander, Mrs. 
Murray Deighton and Mr. Deighton; Mrs. Ralph Woodbury and Mr. Woodbury; Mrs. Robert 
Allaben and Mr. Allaben; and L. M. Fahl, Lilly representative in Detroit, who accompanied 


the group to Indianapolis. 


Second Row: George Kerwin, Harold Portnoy, Dean Jacoby, David Stone, Mrs. Richard 
Hall and Mr. Hall, and Mrs. William Siebert and Mr. Siebert. 
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and Shakespeare’s Dramas 





HE ELIZABETHANS had developed a com- 

prehensive physiological-psychological system 
of man based on the teachings of the ancient 
Greek philosophers, and highly elaborated by the 
later Arabian thinkers—all to be further synthe- 
sized by the beliefs of the Church. This synthesis 
gave them an all-encompassing philosophy of life 











a complete Weltanchauung that satisfactorily ex- 
plained all the universal phenomena. Man was 
God’s masterpiece, his noblest creation, “the best 
furnished and most perfect of all other living 
creatures, having . . . in his soule the image of 
God, and in his bodie the modell of the whole 
world.”? He was the microcosm, the abridgement 
of the universe which was the macrocosm—all 
guided by the hand of God. Their system of phy- 










siology-psychology accounted for all men’s ac- 
tivities in the world much like the psychoanalytic 
psychology of today encompasses all of man’s 
activities. 

Specifically, it has already been shown how their 
world outlook influenced the Elizabethan view of 
the circulation of the blood and of the place of the 
organs of the body in this system.* But not only 
did they liken man to the earth in the gross and 
superficial sense—speaking of his veins as rivers, 
his bones as rocks, his heart as the sun, his brain 
as the governor, 










. . . but they went deeper in this 
fundamental conception. For in addition, the 
whole world was made up of the four elements, 
earth, water, fire and air; and this was also true 





of man. The humoral physiology, psychology and 
pathology that dominated the healing art for so 
many centuries was but an extension of the con- 
cept of these elements, inherent in their qualities 
of heat, moistness, dryness, coldness; further de- 
veloped into the more complex psychology of the 
four humours, complexions, constitutions, and of 
the passions of the mind. It is within such a frame 
of reference that the Elizabethans fitted their 
thinkin o 

Man was composed of the four elements, earth, 
water, air, and fire, each of which was charac- 
terized hy two of the four qualities, coldness, moist- 
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By Irving I, Edgar, M.D., F.A.C.P. 
Detroit, Michigan 


ness, heat and dryness. Man also functioned by 
means of the four humours, blood, phlegm, choler 
and melancholy which were analogues of the four 
elements and partook of the same qualities. 
Health, both mental and physical, was determined 
by the proper proportions of these humours, and 
disease by their improper proportions. All medical 
diagnosis was aimed at determining the status of 
this humoral mixture in the body; and diet, purg- 
ing and blood-letting were the chief therapeutic 
measures used to effect changes in this humoral 
mixture. Normal and abnormal psychology was 
based on the relative proportions of the four ele- 
ments or humours; and the personality types, 
temperaments, constitutions or complexions, as 
Elizabethans called them, were directly derived 
from these humours and further elaborated with 
qualities of color. In consequence, Elizabethans 
thought and wrote quiet literally in terms of the 
elements and the humours with their qualities, 
and of the complexions with their characteristics 
and colors. They thought in terms of earthiness, 
grossness, heaviness, airness, lightness, thickness, 
moistness, dryness, coldness and hotness. 
Interwoven and elaborated into this pattern of 
physiology-psychology were the vital spirits, “the 
chiefe and principal instrument of the minde,’® 
concocted in the heart and sent like vapours 
through the arteries to the various parts, par- 
ticularly the brain as a sort of nervous system 
helping to maintain proper functioning. If we 
add to this the effects of the emotions, which 
the Elizabethans called the passions of the mind, 
upon man’s actions we have then all the com- 
ponents to complete their system of thinking. 


The scientific literature of the period is per- 
meated with these concepts. Andreas Laurentius, 
a famous physician of the period, summarizes 
some of these ideas. He writes: 


; there are foure humours in our bodies, Blood, 
Phlegme, Choler and ,Melancholie; and that all these 
are to be found at all times, in every age, and at all 
seasons to be mixed and mingled together within the 
veins, though not alike much of everyone: for even 
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as it is not possible to finde the partie in whom the 
foure elements are equally mixed; and as there is not 
that temperature in the world in which the foure con- 
trarie qualities are in the whole and every part equally 
compounded but there must someone evermore 
which doth exceed the other: even so it is not possible 
to see any perfect living creation in which the foure 
humours are equally mixed, there is alwaies someone 
which doth over rule the rest and of it is the partie’s 
complexion named: if blood doe abound, we call such 
a complexion, sanguine; if phlegme, phlegmatic; if 
choler, cholerike; and if melancholie, melancholike.* 


He speaks of “phlegmatike persons” as “block- 
. . because the substance of their braine 
is too thicke and the spirits laboured therein too 


99 «666 


ish 


grosse”;> of “sanguine persons,” as having “the 
best complexion for health and long life 
because . . . it hath the two main pillars of life 
. naturall heate and moysture in greatest meas- 
ure”;® of “cholerike persons” as “being hot and 
drie”;> and of “the many sorts” of “the melan- 
cholike” . . . one 


and drie 


. grosse and earthie, cold 
another 
mixed with some small quantities of blood, and yet 
”’> He concludes 
that “the qualities of the minde doe follow the 


another . . . hot 
. is more drie than moyst. . 


temperament of the bodie.”* He repeats plati- 
tudes of the times when he says that “gay and 
cheerfulness proceed from heate and moisture 

heaviness and sadness from the two con- 


trarie”’;° that, “Heate maketh men bolde, quicke 


of motion and headlong in their actions . . ¢;”7 
that “the instrument of these noble faculties is 


the braine .. . whose health and welfare consisteth 


8 


of a good temperature” ;* the commonest form of 
melancholy being due to “a cold and drie dis- 
temperature of the braine.”® He states the causes 
of some of the symptoms of melancholy in terms of 


that humour: 


The melancholike humour . . . being blacke, causeth 
the animall spirits, which ought to be pure subtile, 
cleere and lightsome, it maketh them . . . grosse, darke 

. smoked. But the spirits being the chiefe and prin- 
cipall instrument of the minde, if they be blacke and 
overcooled also, doe drouble her most noble powers.* 


because that the spirits and blacke vapours continually 
passe by the sinews, veins and arteries, from the 
braine . . .2° 


While Laurentius deals very little with the 
passions of the mind in their effects on human 
functioning, Thomas Wright has devoted a whole 
treatise to it and Robert Burton discussed it at 
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length in his Anatomy. We quote a passage from 
each one as valid to our purpose. 
Burton writes: 


For as the Body works upon the mind, by his bad 
humours, troubling the spirits and sending gross fumes 
into the Brain; and so per consequens disturbing the 
Soul, and all the faculties of it . . 
etc. . ee 


. with fear, sorrow, 
ia . the mind effectually works upon the 
Body, producing by his passions and perturbations, 
miraculous alterations; as Melancholy, despair, crue] 
diseases, and sometimes death itself.1! 






Thomas Wright says: 


... there is no passion very vehement but that it altereth 
extreamly some of the four humours of the body; and 
all physitians commonly agree that among divers other 
extrinsicall causes of disease, one, and not the least is, 
the excess of some inordinate passion. The physitians 
therefore, knowing by what passions the maladie was 
caused, may well inferre what humour aboundeth, and 
consequently what ought to be purged.}2 


We have, then, a picture of man as a replica 
of the universe, made up of the four elements. 
The four humours, equivalent to the elements, 
arise from the chyle of the gastrointestinal tract 
and are elaborated by the spleen and liver and 
contained in the composite blood mass to main- 
tain life in the whole body. Some of this blood 
is further refined in the heart to form the spirits 
which are contained in the arteries, and, with 
the brain which is the seat of the faculties, help 
rule man’s activities. The passions of the mind 
influence the body humours and in this way pro- 
duce changes in the body and in the mind. 

Shakespeare and his contemporaries reflect all 
this in their works, and only in being aware of 
this milieu in which they moved can we truly 
understand them. In Sonnets 44 and 45 Shake- 
speare writes: 


But that, so much of earth and water wrought 
I must attend time’s leisure with my moan; 
Receiving nought by elements so slow 

But heavy tears, badges of eithers woe. 


The other two, slight air and purging fire, 
Are both with thee wherever I abide; 

The first my thought, the other my desire, 
These present-absent with swift motion slide. 
Fro when these quicker elements are gone 

In tender embassy of love to thee, 

My life, being made of four, with two alone 
Sinks down to death, oppressed with melancholy. 


In Twelfth Night (II, 3, 10): 


Does not our life consist of four elements? 
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Again in the same play (I, 5, 294) : 
_,, O, you should not rest 
Between the elements of air and earth 
In J Henry IV (III, 1, 237) he says: 
You are altogether governed by humours 
In Much Ado About Nothing (II, 1, 357) we 
have the following line: 
There’s little of the melancholy element in her. 


In Richard II, (III, 3, 55): 


Methinks King Richard and myself should meet 
With no less terror than the elements 

Of fire and water, when their thundering shock 
At meetings tears the cloudy cheeks of heaven. 


In King Henry V (III, 7, 23): 
He’s of the colour of the nutmeg. 
And of the heat of the ginger. . 


fire 
And the dull elements of earth and water never appear 
in him. 
In Troilus and Cressida (1, 3, 41): 


Bounding between the two moist elements 
Like Perseus’ horse 


In Julius Caesar (V, 5, 53): 
His life was gentle, and the elements 


So mix’d in him that Nature might stand up 
And say to all the world ‘This was a man!’ 


In Antony and Cleopatra (V, 2, 292): 


I am fire and air; my other elements I give to baser 
life. 


Likewise, Sir Philip Sydney in his The Arcadia 


writes : 


. He is pure aire and 


O elements by whose (men say) contention, 
Our bodies be in living power maintained, 
Was this man’s death, the fruit of your dissension? 


Great be physicians’ brags, but aide is beggarly, 
When rooted moisture fails, or groweth drie 


Christopher Marlowe writes (I Tamburlane, II, 
1): 
Nature, that fram’d us of four elements 
Warring within our breasts for regiment 
Further in the same scene: 
The heat and moisture which did feed each other 
Are dry and cold; and now doth ghostly Death 
... gripe my bleeding heart 
And again (II Tamburlane, IV, 1): 
In sending to my issue such a soul 
Created of the massy dregs of earth 
The scum and tarter of the elements 
Similarly, John Ford writes: 


Like four straight pillars the four elements 
Support the goodly structure of mortality; 
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Then shall the four complexions like four heads 
Of a clear river, streaming in his body, 
Nourish and comfort every vein and sinew! 
And again: 

This will not doe, I read it on thy forehead 
The graine of thy complexion is quite altered 
Once ’twas a comely browne, ’tis now of late 
A perfect green and yellow; sure prognosticate 
Of th’ over flux o’ th gall, and melancholy, 
Symptoms of love and jealousie, poor soul! 


Shakespeare carries through many more of these 
concepts that mirror his times. Thus in the mat- 
ter of the complexions he writes down the follow- 
ing conversation between Moth and Armado 
(Love’s Labor’s Lost, I, 2, 82): 

Moth: A woman, master. 

Armado: Of what complexion? 

Moth: Of all the four, or the three, or the two, or one 
of the four. 

Armado: Tell me precisely of what complexion. 

Moth: Of the sea-water green, sir. 

Armado: Is that one of the four complexions? 

Moth: As I have read, sir; and the best of them too. 


The basic principle of the disequilibrium of the 
humours or complexions as a cause of mental 
illness in the Elizabethan sense is well stated in 
Hamlet (I, 5). Hamlet says to Horatio: 

So, oft it chances in particular men, 

By the o’er growth of some complexion, 

Oft breaking down the pales and forts of reason 
Shall in the general censure take corruption 
From that particular fault. 

In the Merry Wives of Windsor (IV, 2, 25), 
we have: 

So curses all Eve’s daughters, of what complexion 
soever. 


From Measure for Measure (II, 4, 129) we get: 
Nay call us ten times frail 
For we are as soft as our complexions are 

And from Julius Caesar (I, 3, 128): 


The complexion of the element 
In favour’s like the work we have in hand 
Most bloody, fiery and most terrible 


In regard to the humours Shakespeare has 
many, many pasages too, some of which have 
already been quoted. In J Henry IV (III, 1, 237) 
he writes: 

You are altogether governed by humours 
In Twelfth Night (II, 4, 116), we have: 


With a green and yellow melancholy she sat like 
patience 
On a monument, smiling at grief 


In Taming of the Shrew Shakespeare puts these 
words from Petruchio (IV, 1): 


For it engenders choler, planteth anger; 
And bettee *twere that both of us did fast, 
Since of ourselves, ourselves are choleric. 
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In Hamlet (III, 3), when Guildenstern tells the 
prince that the king is distempered with choler, 
Hamlet answers: 

Your wisdom should show itself more richer to sig- 
nify this to his doctor; for, for me to put him to his 


purgation would perhaps plunge him into far more 
choler. 


In Taming of the Shrew (Ind., 2, 135), Shake- 
speare speaks of the humour melancholy as being 
“the nurse of frenzy.” 


The passions of the mind including grief, anger, 
hate, love, joy, get their full share of Elizabethan 
meaning in the dramas. Shakespeare (Pericles, 
IV, 4, 24) speaks of 
The passions of the mind 
That have their first conceptions by mis-dread, 


In As You Like It (IV, 3, 72), he speaks of 


great testimony in your complexion that it was a pas- 
ston of earnest 


In I Henry VI (V, 2, 18): 


Of all base passions, 
Fear is most accurst 


He speaks of “the hot passion of distemper’d 
blood” (Troilus and Cressida, II, 2, 169); of the 
“two extremes of passions, joy and grief’ (King 
Lear, V, 3, 198) and of “idle merriment, a pas- 
sion hateful to my purposes” (King John, III, 3, 
47.) He has one of his characters ask the ques- 
tion (Much Ado About Nothing, II, 1, 83): 
“What effects of passion shows she?” and another 
character is described as “Free from gross pas- 
sion, or of mirth or anger “(Henry V, II, 2, 132). 


In the matter of the spirits, there is also much 
to exemplify Shakespeare’s literal usage of the 
term as part of the physiological system of the 
period. In his Old Wives’ Tale (I, 2, 72), he 
writes: 


And our weak spirits ne’er been higher rear’d 
With stronger blood. 


In The Tempest (I, 1, 486): 


My spirits, as in a dream, are all bound up. 


In Love’s Labor’s Lost (IV, 3, 306): 


Universal plodding prisons up 
The nimble spirits in the arteries 


Of similar nature are Shakespeare’s references 
to the fumes or vapours rising up to the brain and 
producing definite effects as referred to previously 
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in Burton and others. Thus in Cymbeline (IV 
2, 301), he writes: 


*Twas but a bolt of nothing, shot at nothing 
Which the brain makes of fumes 


In The Tempest (V, 1, 59): 
And as the morning steals upon the night, 
Melting the darkness, so their rising senses 
Begin to chase the ignorant fumes that mantle 
Their clearer reason. 


In II Henry IV (IV, 3, 106), in referring to 
sherris, he says: 


It ascends me into the brain; dries me there 
All the foolish and dull and crudy vapours 


He further speaks of the brain “as dry as the 
remainder biscuit” (As You Like It, II, 7, 38), of 
“boiled brains” of ‘“‘a hot braine,”’ of a “heat. 
oppressed brain,” et cetera. When Laertes sees 
Ophelia in her mad state, he thirsts for active and 


quick vengeance; he cries out (Hamlet, IV, 5): 
O heat, dry up my brains! 


By heaven, thy madness shall be paid by weight 
Till our scale turn the beam 


recalling the doctrine of the period that “Heate 
maketh men bolde, quick of motion and _head- 
long in their actions.” 


A great many more quotations of similar nature 
could be cited to prove further how much of a 
child of his age our poet really was and how 
truly he reflected the general knowledge of his 
period. However, we shall pursue this point later 
but only in relation to other aspects of the medi- 
cine and psychiatry of his age. 
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Listen—and You Be the Judge 


_ Among the important attributes of MSMS membership 
is the opportunity to participate in our group sickness and 
accident insurance plan which was inaugurated almost three 
years ago. The loss of income through disability constitutes 
one of the most serious hazards confronting members of our 
profession. The leaders of your Society spent more than two 
years working out the specifications of the MSMS plan so 
that it was especially tailored to the needs of Michigan M.D.’s. 

Through the force of our collective purchasing power we 
are able to secure insurance protection to our own specifica- 
tions at a cost considerably lower than we would pay as in- 
dividual physicians. Approximately half of the MSMS mem- 
bers outside of Wayne County have taken advantage of the 
plan to date. 

In order to increase service to participants in the MSMS 
plan, with regard both to claims and to information on terms 
of the policy and its benefits, a new full-time representative 
has been assigned to Michigan by the Provident Life & Acci- 
dent Insurance Company, the carrier unanimously selected in 
1953. 

With the approval of The Council of MSMS, this repre- 
sentative will call personally upon MSMS members through- 
out Michigan. He will present an introductory card bearing 
the name and seal of the Michigan State Medical Society. 
His time is valuable, but he realizes that your time is even 
more so. His visits will be brief. 

I feel it will be to your advantage to pay the Provident 
man the courtesy of seeing him as quickly as possible, whether 
or not you are now a member of MSMS group plan for sick- 
ness and accident insurance. 

When you participate in the MSMS life and accident pro- 
gram, you should not consider cancelling any insurance you 
now may hold. There are many other advantageous health 
and sickness policies, especially those sponsored by local 
medical organizations and the various specialty groups. Re- 
member—very few members of the medical profession carry 
adequate insurance to make up for loss of income in the event 
of prolonged illness or disabling injuries. 

To the younger practitioner, the MSMS plan is an ex- 
cellent foundation; for the older man it is a valuable sup- 
plement to other insurance already in force. 

I urge you to learn the full story of the MSMS life and 
accident plan. It is presented on its own merits. In the end, 
you are the judge. 


President, Michigan State Medical Society 
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MICHIGAN MEDICAL SERVICE 


Neue JouRNAL OF THE MICHIGAN STATE MED- 

1cAL Society for the eighth consecutive year 
is devoting a special number to the honoring of 
Michigan Medical Service. In June, 1948, we 
celebrated the passing of the one-million-member 
mark, the first Blue Shield Plan to achieve that 
distinction. On the 1948 cover of THE JOURNAL 
was a picture of General Paul Hawley, then Na- 
tional Executive Secretary of the Blue Cross-Blue 
Shield National Commission, presenting the 
plaque to our own President, Robert L. Novy. 
Observing were L. Howard Shreiver, President, 
Blue Shield Commission, and Jay Ketchum, our 
Executive Vice President. 


Each year since, the Society has continued to 
devote the June issue to its most outstanding ac- 
complishment in the field of medical care and 
distribution. 


VOLUNTARY HEALTH CARE PLANS 
AND THE FUTURE 


For at least twenty-five years, a determined and 
concerted effort to bring about compulsory gov- 
ernment-sponsored or paid and administered 
health service has persevered. The depression of 
the 1930’s almost made this effort successful. Par- 
tial or complete indigency was the almost con- 
stant problem when and if a medical emergency 
arose. Socializers and politicians offered, and 
during the depression delivered, government- 
regulated and paid care for those unable to pro- 
vide for themselves. 


The hospitals and the doctors, through indi- 
vidual and co-operative effort, accepted as their 
responsibility the challenge of health care and a 
method of paying for it for the financially desper- 
ate majority of our people. The prepayment vol- 
untary non-profit hospital and medical-surgical 
plans were the result. The insurance companies 
had refused to sponsor any plan, saying health 
care was uninsurable and there were no actuarial 
records from which to work. 

The insurability of health was proven by trial 
and costly error, but by the end of that decade 
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our voluntary service plans had received their 
accolade. It took another five years to iron out 
the mistakes and establish a success formula in 
a previously untrodden financial! field. 


Medical pioneers and hospital administrators 
had recognized a growing social need and shown 
the way to its relief. The service plans, both 
hospital and medical, have and will continue to 
supply the public needs. During those years of 
desperation, the tremendous urge for national so- 
cialization was stopped before it had completely 


captured the health field. 


Senator Vandenberg, at his request, met with 
a group of officers of the Michigan State Medical 
Society and Michigan Medical Service, for a 
searching conference into the objectives and ac- 
tivities of the Michigan Blue Cross and Blue 
Shield. He assured them that by their great 
success they had stopped the drive for socialized 
medicine and could hold it off as long as they 
were able to supply on a voluntary basis the 
medico-economic needs of our people. He said, 
however, that if for any reason we fail, govern- 
ment medicine will take over within a year. 


Time of Trial 


Has that time come? Bud Goodman in his last 
article in the Detroit Free Press, Sunday, April 1, 
1956, quotes the Federal Security Administration 
as saying that when medical service plans become 
a success after experimentation by the doctors, and 
large numbers of the people become subscribers, 
“the public should take over the management and 
administration.” Further he says, “Many civic 
leaders, claiming Blue Shield is a ‘how to pay’ 
plan for the public, believe control should rest 
with the public.” 


Labor leaders in Michigan and elsewhere for the 
past several months have restated their desire and 
ultimate goal to be “government health services 
at no cost to the consumer.” They admit they are 
using the Blue Cross-Blue Shield plans because 
they are the best program available, but as soon 
as possible they will demand the fulfillment of 
their unchanging goal. 
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EDITORIAL 


Joseph A. Navarre, Commissioner of Insurance, 
State of Michigan, in an address presented to the 
{956 Annual Conference of Blue Cross and Blue 
Shield Commissions at Hollywood, Florida, April 
§ 1956, said: 

The Blue Cross-Blue Shield Plans are experiments in- 
volving dynamic forces, social and economic. They were 
designed to meet public needs within the framework of 
our way of life under the free enterprise system of our 
constitutional democracy. The fact that these plans 
were created as an ‘answer’ to the cry for ‘socialism’ 
of health services is a significant historical fact. .. . 
The inventive genius of America will devise a means 
to provide health care within the financial reach of the 
majority of the populace. If the present methods fail, 
a compulsory tax-supported plan may well be the sub- 
stitute experiment.” 

The gist of his speech was that if the hospitals 
and doctors are unable to give the subscribers the 
protection and services which they demand, elimi- 
nate the faults and contro] the abuses, the state 
governments must assume the management and 
make the plans deliver the services needed. The 
implication was that the government will take’ 
over or institute its own program. 


Confident of Future 

The medical profession has no fear but that the 
Blue Cross-Blue Shield Plans will continue to 
operate as they have in the past. They have pio- 
neered and succeeded in solving the great socio- 
economic problem of distribution of medical care 
to great masses of people who otherwise did not 
have opportunity or means to escape the dole. 
We now face more but similar obstacles. 

There are internal problems. Management can 
and will continue to look after the business and 
administration of plans. The enthical problems, 
as they arise, are the resposibility of the Medical 
Society and the Hospital Association. The medical 
care plans are creations of the two groups, the 
medical profession as represented by the Michigan 
State Medical Society, and the hospital profession 
as represented by the Michigan State Hospital As- 
sociation. MMS and MHS are accomplishing cer- 
tain delegated functions in which ethics and the 
policing of the two professions are not included. 

If failure should come to either Blue Cross or 
Blue Shield or both, it will be due to failure in 
solving the alleged abuses, and especially our 
inability to merit the confidence of the subscrib- 
ets in sufficient numbers to make the plans eco- 
nomical!) workable. Since it was organized, Blue 
Shield has worked miracles. It has given medical 
and survical care through private industry and 
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self payment to countless thousands of low income 
persons. For these people, this care must be con- 
tinued if the profession is to accept its responsi- 
bility. The policies covering this group must be 
continued without being priced out of their reach, 
else the main objective has been lost. Premium 
rates for the $2,500 income contracts have not 
been increased for about twelve years, although 
the fees paid to doctors have increased in many 
specific services. Because of different economic 
conditions, the low-income people are finding that 
paying for this protection is more difficult than 
ten or twelve years ago—in everything else, 
their money buys not half so much. 

The bureaucrats of government and other 
entrenched administrative groups always seek to 
take charge of and run the projects which have 
been proven successful, and thereby disclaim the 
failures. The “do-gooders” in the security depart- 
ments of government and of unions are now des- 
perately trying to gain control of the great public 
trusts the health pioneers have built. Union lead- 
ers are now demanding more voice in manage- 
ment. In Michigan, we have the first “govern- 
mental investigation” to “find means to furnish 
more and more satisfactory services at less cost.” 

Blue Shield will continue to serve all groups 
of our subscribers as long as those services are 
acceptable to our patients. Our doctors have a 
professional and solemn duty to respect the in- 
herent privileges of our public. The only cause of 
a possible future collapse of the voluntary pre- 
paid health plans would be our doctors them- 
selves. 

The reiterated future ambitions of security 
agents and the controls they hope to dominate still 
confront us. With the full co-operation of all our 
doctors, the practice of medicine faces a glorious 
heritage. We have no fear. The continuation of 
the co-operation given over the past twenty years 
will assure the men of medicine a guaranteed place 
in the sun. 


GOVERNOR’S STUDY COMMISSION 


The Governor’s Commission has finished its 
taking of testimony. The Insurance Department, 
Labor Leaders, Michigan Hospital Service, Michi- 
gan Medical Service, Michigan Hospital Associa- 
tion, Michigan State Medical Society, the State 
Osteopathic Association, the State Osteopathic 
hospitals have all prepared statements and have 
been questioned without limit. The Commission 
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was charged with determining “how more and bet- 
ter medical and hospital services can be assured 
more people with less criticism, costs be decreased 
and wastage and abuses be controlled or elimi- 
nated.” 


Several items stand out. 


1. Hospital Costs——Hospital costs per diem are 
increasing and will undoubtedly continue. From 
67 per cent to 80 per cent of hospital expense is 
labor. Hospitals must compete with industry in 
the labor market. Labor leaders have seen to it 
that costs are more. Hospital housekeeping—sup- 
plies—food—drugs, all have advanced, but less 
than wages. 


2. Utilization—This item probably raised the 
most argument. The trend in our free economy— 
our decreased morbidity and mortality and our 
longer life expectancy—has been corollary to bet- 
ter and more health care. The hospital instead of 
being the place to die, is now the place to get 
well. Infant mortality has decreased as hospital 
deliveries have increased. People are using hos- 
pitals more. Overstay was stressed—convenience 
or accommodation. It is found that many times 
the whole family works, leaving no one home to 
care for the convalescent. The convenience of 
using the hospital causes increased utilization rates 
but such people, when all are working, should be 
willing and able to carry their own extra load in- 
stead of charging it to the community—as they 
are doing. 


3. Misuse of Facilities —This item includes hos- 
pitalization for diagnosis which is not covered by 
the contract but is an outstanding abuse. Contract 
holders, having paid premiums, wish these services 
rendered—even demand attention. They 
have imsurance; why not use it? Another item is 
the doctor. He has been taught all the diagnostic 


such 


and investigation tricks and uses “the works” . 


when the patient is hospitalized and “someone 
else” is paying. Unnecessary procedures make for 
unlimited costs. 

Doctors are expected to give their patients the 
best and most suitable service. Many have not 
yet learned that costs also are great items in the 
care of patients. 
avoided. 


Unnecessary costs must be 


4. Administration—Charges have been made 
repeatedly that nothing has been done by the 
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hospitals or doctors to correct the abuses which 
have been reported. 


The Solution? 
This raises the question—Who is at fault? 


1. The doctors. Doctors have been given that 
honor by some very vociferous groups. 


2. Hospital administrators. Administrators who 
wish their hospitals to operate at as nearly full 
capacity as possible, and with no deficit, are under 
censure. 


3. Blue Cross-Blue Shield management. The 
function of management is to operate a business 
successfully. Blue Cross and Blue Shield are sell- 
ing services—medical, surgical, hospital. Financial 
and administrative matters are their forte. Un- 
professional or unethical behavior is and should 
be referred to the respective hospital and medical 
societies. 


4. Michigan Hospital Association - Michigan 
State Medical Society. Their problem is educa- 
tional and policing of their own members. MSMS 
has spent many thousands of dollars and untold 
days of the executive officers’ and committees 
time in making surveys, studies, and carrying the 
story to the people in their home communities. 


5. The subscribers. This is the largest group. 
If the subscribers had been satisfied with the orig- 
inal concept of our pre-payment plans—to care for 
the (at that time) catastrophic hospital trip, and 
had been willing to furnish their own miscellane- 
ous care, all would have been well. But from the 
very start, the demand has been for more and 
ever more protection. All these things cost money. 
The subscriber should accept that fundamental 
truth. 


Who is at fault? Every group mentioned, Who 
wants Blue Cross-Blue Shield to close their doors? 
Then all must contribute their efforts 
to preserve this boon to ourselves. Education of 
all groups is the only out. The medical men have 
been most criticized, but have given the most 
service—established the Plan and made it a suc- 
cess. 


No one. 


They have for years made repeated efforts 10 
abate the abuses. It has been felt, however, that 
it is better to have some abuse rather than to 
deny worthy need to the helpless. 


| MSMS 






Th 





Three MSMS Presidents-for-a-Day 


MMS President Emeritus, President and Vice President 


lt? 


2n_ that 


Dr. Robert L. Novy, President Emeritus of Michigan Medical Service, is the newly 
elected President of the National Blue Shield Medical Care Plans. The first elections 
: to be held by the Plans themselves, for this office and that of president-elect, took 
rly full place at their 1956 annual meeting. Previously, officers were elected by the Blue 
— Shield Commission, the national co-ordinating body for the Blue Shield Plans. Dr. 
er Novy has filled, and continues to fill a number of other national berths. In 1954-55, 
he was Vice President of the Blue Shield Commission, and he is now one of their 
nine commissioners-at-large. Dr. Novy was elected a member, for a three-year term 
The : ending in 1957, of the AMA Council on Medical Service, and he is one of the six 

x Michigan delegates to the AMA House of Delegates. 


Ts who 


yUsiNess 


re sell. . Dr. Novy was President of MMS from 1942 until September, 1955, when he 
nancial ; resigned. He has served on the MMS Board of Directors since 1941 and on the 
F e Board of Trustees of the Michigan Hospital Service since 1948. An internist and 

Un- cardiologist, Dr. Novy is a past president of the Detroit Board of Health and has been 


should _ Professor of Clinical Medicine at Wayne University Medical School since 1922. 
wer Rosert L. Novy, M.D. 
nedical 


ichigan 
educa- 


MSMS Dr. Wilfrid Haughey, President of Michigan Medical Service since October, 1955, 
untold has been an active proponent of the principle of prepaid medical care since 1932. 
' He was elected to the first MMS Board of Directors and became its first Vice Presi- 
nittees’ dent, in which capacity he served continuously until his election to the presidency. 
ing the In addition, he was a member of the Board of Trustees of Michigan Hospital Service 
ss from 1939 to 1948, and of the Executive Committee from 1944 to 1946. Dr. 
ties. Haughey, who is still in active EENT practice in Battle Creek, was secretary for 
many years and then president of the Calhoun County Medical Society. He was 
group. editor of their Bulletin for 12 years and has been Editor of THe Journat of the 
Michigan State Medical Society for seventeen years, from 1910 to 1913 and from 
1942 to date. He has served as Secretary of the State Society and as its representa- 
‘are for tive to the House of Delegates of the American Medical Association. At its annual 
— meeting in 1955, the Michigan State Medical Society presented Dr. Haughey with 
Ps a plaque in recognition of his forty-five years of service to the profession. 


ellane- Witrrip Haucuey, M.D. 
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le orig- 
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Who 

per Dr. L. Fernald Foster was elected Vice President of MMS in October, 1955, to 

: : succeed Dr. Haughey. Dr. Foster was an active participant in the development of 
MMS and, except for the years 1943 and 1944, has been a member of the Board 
of Directors since its inception. In 1943, he was president of the National Conference 
n have on Medical Service. A Bay City pediatrician, Dr. Foster has served as secretary of 
e most Wy, the Bay County Medical Society since 1921, and as Secretary of the Michigan State 
a suc  — Medical Society since 1936. He is at present also Secretary and Business Manager 

of THe Journat MSMS and secretary of the Michigan Heart Association. 
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Michigan Medical Service 


Yesterday-Today-and-Tomorrow 


What does Blue Shield mean to the physicians 
of Michigan? More especially, what does it mean 
to the members of the Michigan State Medical 
Society who are actively engaged in the private 
practice of medicine? Does it have the same mean- 
ing for those whose practice started after Michi- 
gan Medical Service became a going operation as 
it does for those whose practice antedates its birth? 

Michigan State Medical Society membership 
totals roughly 6,000; of these, about 4,800 are 
engaged in active practice. Approximately half of 
the latter group started their practice after the 
depression years, without the experience of prac- 
ticing in an atmosphere devoid of a voluntary 
prepayment medical care plan. This lack of per- 
sonal experience with the kind of economic prob- 
lems that gnawed at medical practice in the earlier 
years may, in part, account for the negative atti- 
tudes toward prepaid medical care demonstrated 
by some of these men. These are the men who 
take for granted the benefits of MMS, who regard 
it as merely a collection agency, who do nothing 
positive to further its cause, who cavil about its 
limitations or even question the need for its exist- 
ence. This same negative spirit is manifested by 
those in the older group who could not or would 
not become part of the changing medical order, 
who resisted any change in the medical status quo. 

Of both groups—neither of which constitutes a 
large percentage—it might be said that they are 
somewhat lacking in perceptual and perspective 
acuity. They fail to recognize that (1) a volun- 
tary prepaid medical plan is essential to better 
distribution of care, (2) the interests of both the 
physicians and the public are best served by pro- 
fessional, rather than government or exclusively 
commercial, sponsorship of such a plan, and (3) 
without an adequate plan sponsored by organized 
medicine, the field would be left to the commer- 
cial carriers, who would in time price insurance 
out of reach of low-income groups so that govern- 
ment-sponsored and controlled health plans would 
be inevitable. 

For most of us, the medium in which Michigan 
Medical Service took root, the history of its growth, 
and the tremendous progress made during its 16 
years of existence establish the inevitability of a 
plan such as MMS and the wisdom of the direc- 
tion in which it has been guided. 

As early as 1930, twenty-five countries had 
already adopted some form of compulsory health 
insurance and seventeen countries had voluntary 
plans. Conditions in our own country were such 
that the do-gooders, socializers, and !abor leaders 
were proposing for this country the government- 
controlled medicine that had evolved in England, 
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Germany and elsewhere. In Washington, the move 
toward compulsory health service was gaining 
momentum and numerous bills were getting con. 
centrated attention from Congress. The objecting 
voice of organized medicine was perhaps the loud- 
est among the few groups that actively opposed 
such legislation. 

But obviously, we could not confine our efforts 
to merely objecting. The nation’s ills demanded 
positive action. Depression years stretched behind 
and ahead of us, The 1930’s were years of depriva- 
tion, years of tragedy, years when most of our 
people were lucky if they could afford the daily 
necessities, and altogether too many were in the 
ranks of the indigent. Many more were “medically 
indigent.” The problem was compounded when 
hospitalization was involved. Hospitals were re- 
luctant to accept the patient unless payment was 
guaranteed. Frequently it was the doctor who was 
the guarantor. 


The doctors themselves presented a rather sad 
economic picture. Only 50 to 60 per cent of the 
private patients were paying their doctor bills, and 
payment was too frequently stretched out over a 
long period of time. Most doctors simply sat it 
out, hoping that the patients who were able to pay 
would remember their indebtedness. Sending bills 
was the practice of only a few doctors, those with 
better business training. 


Typical of the times was a question put by a 
Harvard Medical School professor to the members 
of a postgraduate class. He asked whether there 
were any doctors in Michigan who ever grossed 
as much as $5,000 a year. He commented that 
very few of his friends grossed that much, but he 
had heard of “easy conditions in the West.” 


A survey by our State Medical Society showed 
that in 1931 the average physician netted about 
$3,876 per year. A study of family incomes in 
Wayne County for the same period showed that 
140,000 families (31 per cent) had gross incomes 
under $2,000. Of this number, 98,000 grossed 
less than $1,800, 68,000 less than $1,600, 47,000 
less than $1,400, and 24,000 families grossed less 
than $1,200. A substantial and growing number 
of families were without any income and were 
totally dependent on charitable organizations. The 
people were desperate, the public relief agencies 
were overwhelmed, and the doctors were caught 
in the middle. 


And so it was that many doctors in many parts 
of the nation began studies in search of a solution. 
Here in Michigan, a number of state and county 
medical society committees instituted studies on 
medical care costs and the myriad problems re 
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lated to a plan for bringing medical care within 
the reach of all the people. 

Some prepay clinics were started and promptly 
received the AMA stamp of disapproval. Our own 
efforts to secure the AMA’s guidance and aid in 
establishing a prepayment plan in Michigan netted 
only reproof, We were told to practice good medi- 
cine and leave insurance to the insurance com- 
panies. In fact, it wasn’t until 1946, six years after 
Michigan’s own plan was well launched, that the 
AMA officially endorsed the principle of volun- 
tary prepayment for medical care. 

Of course, we could not leave it at that. Medi- 
cal care problems in our state were too pressing, 
and our professional responsibility for their solu- 
tion was not so easily sloughed off. Commercial 
insurance companies were not the answer. They 
offered only limited indemnity insurance, and even 
this was well out of reach of the majority of the 
people. When we approached the commercial 
carriers with our suggestions, they contended that 
the kind of medical service we proposed was not 
insurable. 

Again we as a state medical society were thrown 
back on our own resources to devise methods for 
alleviation of the growing medico-economic diffi- 
culties in which the doctors and the public were 
equally embroiled. 

The long hard years of work, of surveys, reports 
and plans of the medical society committees are 
in themselves a book-length history. By March, 
1940, when Michigan Medical Service opened its 
doors for business, the committees had ironed out 
innumerable problems and had overcome what 
had seemed insuperable obstacles, the Group Medi- 
cal Care Enabling Act had been passed by the 
state legislature, and 82 per cent of the members 
of MSMS had affixed their signatures to a guaran- 
tee of services under the plan. 

Though the first two years of operation were 
anything but smooth, the Blue Shield Plan in 
Michigan has proved right in principle and right 
in design. It operates under the jurisdiction of the 
state insurance commissioner, but it is definitely 
not an insurance company. Michigan Medical 
Service is a service corporation, for which we the 
members of MSMS are fully responsible. In 
essence, we are that service corporation. 

Altruism was not our sole motivation, however, 
for in helping to solve the community problems, 
we extricated ourselves from our economic dilem- 
ma and also established a bulwark against com- 
pulsory health legislation. As Senator Vandenberg 
commented to a group of our officers some years 
ago, there is little chance of government interven- 
tion as long as Blue Shield, and its companion 
hospital prepayment plan, Blue Cross, operate 
effectively. 

Our recognition that a voluntary prepayment 
plan is a necessity for more than just the very low 
income groups is one of the essentials of effective 
operation. The needs and the wishes of the people 
of Michigan for such coverage is well demon- 
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strated by MMS’s present membership of more 
than three and a half million, more than half the 
population of the state. 


That the plan well serves the interests of the 
physician is equally well demonstrated. The mode 
of payment is unquestionably an advantage to 
him. When he renders service to a Blue Shield 
member, payment of fees is guaranteed. He js 
not dependent on the patient’s willingness to pay, 
as he is when there is no coverage or when a 
commercial insurance carrier is involved and the 
check is sent not directly to the physician, but to 
the patient. 


No one can gainsay Blue Shield’s role in im- 
proving the over-all economic situation of physi- 
cians in Michigan. Contrast the average physi- 
cian’s income in the 1930’s, when he “rarely 
grossed $5,000 per year,” with his situation today. 
In 1955, MMS paid out to 6,237 a total of $31,- 
883,215. On the average, that would be a little 
over $5,100 each. Obviously on an individual 
basis, many received far more than that average, 
many far less. Nevertheless, it is an imposing pic- 
ture. And this, remember is income from Blue 
Shield alone and just a portion of his total income. 


The degree and methods of competition with 
Blue Shield adopted by commercial insurance 
companies are indications of the proportions the 
plan has attained and constitute incontrovertible 
evidence of the fallacy of their original stand 
that medical service was not insurable. The 
Michigan State Medical Society assumed the origi- 
nal risk and obligations and worked out the 
actuarial problems, and the commercial carriers 
have shown no reluctance to profit from our ex- 
perience. We do not object to their offering 
benefits similar to those in the Blue Shield con- 
tract. On the contrary, we feel that we have 
rendered another community service by estab- 
lishing such a high level of benefits that the com- 
mercial companies are forced to approach it in 
order to stay in business. We do not always ap- 
prove of their methods of selling policies, but 
certainly we approve of the trend toward shift- 
ing emphasis from rates to benefits. 


Since Michigan Medical Service is in essence 
the Michigan State Medical Society, and since we 
provide both the coverage and the services, with 
free choice of physicians, we are in a umique 
position in the state and the commercial com- 
panies cannot entirely duplicate our contracts. 
Some have tried to represent their policies as 
having the same advantages as those of a Blue 
Shield contract. A case in point is of recent de- 
velopment. A company selling in Michigan, and 
claiming American Medical Association approval, 
pays fees similar to those in the MMS schedule. 
The company’s agent has been telling prospective 
insurants that MSMS has established definite sur- 
gical fees chargeable to all families with $2,500 
or $5,000 income limit and that physicians are 
obligated to accept these fees whether the patient 
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MICHIGAN MEDICAL SERVICE PAYMENTS TO DOCTORS OF MEDICINE 
BY COUNTY OF RESIDENCE 1940 TO DECEMBER 31, 1955 
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carries Blue Shield or commercial coverage. Were 
this not so, says the agent, then Michigan Medical 
Service would be subject to monopoly charges. 
For example, the company pays $40.00 for a ton- 
sillectomy with $5,000 income limit coverage. 
MMS pays $42.50 in such a case. According to 
the company, the insurant need pay the doctor 
only an additional $2.50. 

The only comment one can make is that either 
the company is very much deluded or that it is 
guilty of deliberate misrepresentation to the public. 

A simple answer to such an insurance company 
is that Michigan Medical Service, the medical men 
of Michigan, have sold guaranteed services, not 
an indemnity amount. The only precedent estab- 
lished is full payment for certain claims. As mem- 
ber doctors owe nothing to the insurance company, 
and have made them no promises, our own guar- 
antee of service made our plan possible. 

We, the physicians of Michigan, cannot afford 
to delude ourselves about any aspect of the pre- 
payment medical care picture, about the public’s 
need for prepaid care, or about the certainty of 
our future. 

True, we are no longer in a depression period, 
but the medical costs involved in a serious illness 
or accident still constitute a threat to family 
security. The Consumer Price Index of the 
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Bureau of Labor Statistics shows that the com. 
parative cost of medical care today is higher 
than ever; it is difficult or impossible for most 
families to pay such costs out of personal savings, 

With respect to our future, Michigan Medical 
Service is not so firmly ensconced that it requires 
no public defense, as witness the current inter. 
rogations by the Governor’s Study Commission on 
Prepaid Hospital Care, which involves Blue Shield 
as well as Blue Cross. The recent newspaper series 
on doctors and Blue Shield, triggered by UAW 
complaints, is also some indication of our vulnera- 
bility. Too, we cannot afford to overlook the 
repeated statements from union leaders that 
labor’s ultimate goal is compulsory health insur- 
ance. 


None of us wants either government-controlled 
medicine or control of the field by profit-minded 
commercial carriers. These are the likely alterna- 
tives if we fail to keep pace with the needs of 
the public or if we as individuals actively or 
passively undermine Michigan Medical Service. 
With either alternative, doctors will have little or 
no say in program management. For our own 
sake as well as that of the people we serve, let 
each and every one of us work to preserve and to 
further the principles upon which Michigan Medi- 
cal Service was founded. 


Case Reports and Payments 


If you have encountered what you consider un- 
reasonable delay in receiving payment from Michi- 
gan Medical Service for Blue Shield services, you 
are one of the few exceptions to the rule. A care- 
ful survey shows that, despite the fact that Michi- 
gan Medical Service has grown to the point where 
it now receives approximately 90,000 claims each 
month, in about 75 per cent of cases payment 
is made to the doctors within 25 to 30 days of 
receipt of the Doctor’s Service Report. 

A good deal of the credit for Michigan Medical 
Service’s ability to process the Service Reports 
for payment in this minimum length of time goes 
to the large number of doctors who recognize the 
expediency of submitting a complete report of 
the procedure performed, as promptly as possible, 
and employing, whenever applicable, the standard 
nomenclature and the code numbers listed in the 
Physician’s Manual (Blue Shield Schedule of 
Benefits) . 

Delayed payment to doctors, in the remaining 
25 per cent occurs when reports cannot be handled 
by primary examiners, but must be referred to 
senior claims examiners. An incomplete Service 
Report is the reason in most of these instances, 
entailing loss of time because of the need for 
queries to and additional correspondence with 
the doctor. This occurs most frequently in reports 
on so-called minor services, such as emergency 
first aid in the doctor’s office and in reporting 
the fifteen office surgical procedures. There is a 
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tendency, for example, to leave out essential details 
such as size and depth of wound, number of su- 
tures, number of lesions, and anatomic location 
of lesions. Such omissions are sometimes responsi- 
ble for underpayment as well as delayed payment. 


Of course, some delay is unavoidable when the 
procedure performed is an unusual one, not listed 
in the Schedule of Benefits or involving procedures 
that are subject to individual consideration for 
determination of fee. Such cases in which the 
fee cannot be determined by the staff claims ex- 
aminers or by the Medical Director, are referred to 
the Medical Advisory Board, which meets twice 
monthly. Even in these cases (a maximum of 
about 150 per month) processing and payment 
can be speeded up if the doctor gives a complete 
report of details and includes a copy of the Oper- 
ative Record with the Service Report. 


To reduce the waiting time, Michigan Medical 
Service processes claims as rapidly as possible and 
pays claims three times a month, on the 6th, the 
16th and the 26th. Those doctors who have 
tended to make sketchy Service Reports and have 
in consequence waited long periods before pay- 
ment, could reduce the waiting interval in their 
particular cases by following the reporting sug- 
gestions offered here. A well-instructed secretary, 
with easy access to the Schedule of Benefits, could 
increase our twenty-five to thirty-day payment 
group well above 75 per cent. 
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Asst. Dir. of MMS 

Responsible for Prof. 
Relations Activity 


VERNE COLLET 
Area 1 


Rosert McDonouGH 
Area 4 


Michigan Medical Service 


Professional Relations Department 


PicTURED BELOW are MMS’s field representatives, 
whose service areas are shown on this and the 
opposite page. They are available for consultation 
on your problems and questions related to Blue 
Shield and will train your office assistant in handl- 
ing of service reports. 
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Most of the members of the Michigan State 
Medical Society have signified, by prominent of- 
fice display of the plaque addressed “To All My 
Patients,” their willingness to discuss fees and 
services with their patients. They have also ex- 
pressed willingness to discuss the patient’s income 
when Blue Shield coverage is involved. Many, 
however, are reluctant to initiate such discus- 
sion, either because they regard it as a responsi- 
bility resting entirely with the patient or because 
they have not worked out the mechanics of such 
a discussion. 

The doctors who routinely introduce the sub- 
ject when the patient’s need for hospitalization is 
disclosed are firm in the belief that they thus 
help to maintain the best possible doctor-patient 
relationship. In accepting the responsibility as 
their own, they recognize that (1) the patient 
may be reluctant to bring up money matters be- 
cause he feels that it might offend the doctor or 
because he fears that his concern with charges 
will influence the quality of medical care he re- 
ceives, (2) the patient may be so taken up with 
his present illness that the matter of cost is tem- 
porarily thrust to the back of his mind, or (3) for 
lack of understanding, the patient may simply as- 
sume that, no matter what his income, if he has 
Blue Shield coverage Michigan Medical Service 
will pay the total fee, 

The doctors who neglect or refuse to clarify 
the matter of fees and responsibility for payment 
seem to end up with the greatest number of com- 
plaints about overcharges. Those who tackle the 
problem at the first opportunity report that they 
have no complaints or a negligible number. Most 
of the difficulty among the former group has to 
do with how to broach the subject and what to 
say. They might find it a simple matter if they 
could tune in on the doctors who have been 
handling the matter successfully. 

One participating doctor reports, for instance, 
that he asks each patient who is going to be hos- 
pitalized what kind of coverage he carries. “If 
it is Blue Shield, I note from the service code 
number on his identification card whether the 
income limit of the contract is $2,500 or $5,000. 
I then ask whether his annual family income (in- 
cluding that of other earning members of his 
immediate family) during the past three years has 
averaged more than or less than the income limit 
of his Blue Shield contract. (For single persons 
the income limits are $2,000 and $3,750, rather 
than $2,500 and $5,000. For persons retired un- 
der a formal company retirement program, the 
period used to compute average income is the 
three months immediately preceding the date of 
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Blue Shield Income Limits 


A Doctor’s Dilemma 


service; the income for the three-month period js 
then multiplied by four, since it is the annual in. 
come which is used as a base. In reference to 
retirement cases, the term “income” shall include 
but shall not be limited to, all pension payments, 
retirement income payments, old age benefits, 
unemployment compensation, social security pay- 
ments, and annuities.) When the average income 
is in excess of the contract limit and the amount 
paid by MMS is less than my usual fee for the 
particular service involved, I point this out to 
the patient and tell him that I will bill him di- 
rectly for the difference. When he is under the 
income limit, in accordance with my agreement 
with Michigan Medical Service I tell him that 
I will waive my usual charge and accept the 
amount paid by MMS. This would apply, for 
example, if he carried a $5,000 contract and ag- 
gregate family income had averaged only $4,500 
over the three-year period. If he has any ques- 
tions, I answer them then and there. Thus there 
is no doubt in his mind as to his financial obliga- 
tion and no basis for later complaint about 
charges. I invest about five minutes in each case 
and thereby save myself a great deal more time 
and trouble.” 

In many offices, information regarding Blue 
Shield coverage and fees is well handled by the 
doctor’s office assistant. The doctor can instruct 
her with respect to his fees, and the MMS area 
representative can give her full information on the 
method of reporting services. She can also con- 
sult the representative whenever she finds it nec- 
essary. It is perhaps easier for the office assistant, 
or secretary, than for the doctor to query the 
patient, since it is frequently she who obtains 
personal identifying data from the patient, col- 
lects fees, issues receipts and handles other busi- 
ness aspects of the doctor’s practice. 

When she has ascertained that the patient car- 
ries Blue Shield coverage, she can easily ask to see 
his subscriber identification card. The service code 
tells her whether the contract income limit is 
$2,500 or $5,000 ($2,000 or $3,750 in the case of 
a single person). She does not need to ask the 
exact amount of average income, but only whether 
this is more or less than the contract limit. If 
more, on instruction from the doctor she can 
tell the patient the specific amount over and above 
the fee paid by MMS which the patient must pay, 
or she can tell him that the fee that the doctor 
will receive from MMS will not fully pay for the 
services given the patient and that he can expect 4 
statement for an additional charge. If the pa 
tient’s family income has averaged less than the 
contract limit, the secretary can inform the pa 
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tient that the doctor will accept as full payment 
for the in-hospital medical or surgical service 
the amount paid by Michigan Medical Service. In 
some of these cases she may have to tell the 
patient that the doctor may make additional 
charges for office care before and after hospi- 
talization, since such care is not covered by Blue 
Shield. 

Should the doctor feel that a particular pa- 
tient’s statement as to income is inaccurate, he 
may request that the MMS representative obtain 
from the patient a notarized affidavit of earn- 
ings. This includes the earnings of each member 
of the immediate family for the three years (or 
three months if the subscriber is retired) pre- 
ceding the date of service. If the doctor, on re- 


Today’s economic conditions are a vast improve- 
ment over those prevailing during the years that 
fostered the founding and growth of Michigan 
Medical Service, so much so that the economically 
untutored are inclined to believe the total picture 
to be far brighter than is factually disclosed. Con- 
sider the questions—and their implications—re- 
cently heard in medical circles: 


“Is there really any present day need for Blue Shield 
to continue contracts with an income limit as low as 


$2500?” 

“Doesn’t Blue Shield coverage of subscribers with in- 
come as high as $5000 run counter to the original intent 
to cover fully only families bordering on medical indi- 
gence?” 

The first question indicates lack of awareness 
that there is still a sizable segment of the popu- 
lation with incomes of less than $2,500, including 
persons living on retirement incomes or pensions 
and young people who, having reached the age 
of nineteen, are ineligible for inclusion in the 
family contract. It is estimated that approximate- 
ly 20 per cent of the population in this country 
have incomes less than $2,500, and a large num- 
ber of single persons in this group have incomes 
less than $2,000. It is essential to the total pro- 
gram of voluntary prepaid medical care that 
MMS continue the availability of the $2,000 and 
$2,500 income limit contracts to single persons 
and families in this low income group. 

The second question demands emphasis of two 
important facts: (1) Blue Shield was not intend- 
ed to serve only the very low income groups. The 
plan in Michigan was devised for the benefit also 
of middle income groups, since studies had shown 
that it takes a very adequate income to enable 
a family to pay for major illness or accidents out 
of personal savings. (2) If an income of $2,500 
in 1939 or 1940 was not considered to be high, 
then today’s income of $5,000 can hardly be con- 
sidered so, since its purchasing power, particularly 
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viewing the affidavit, is doubtful of the veracity of 
the statements contained therein, MMS will em. 
ploy the services of an investigating agency to 
check further. 

The need for such measures does arise, but 
only infrequently. In general, when the doctor 
manifests trust in the patient and employs a frank 
approach, the patient tends to respond with equal 
frankness. The doctor whose usual fees are jn 
excess of those listed in the Blue Shield fee sched- 
ule and who fails to present, in advance of hos. 
pitalization, a clear picture of the patient’s f- 
nancial obligation, particularly when Blue Shield 
coverage is involved, does the patient a disservice 
and at the same time undermines the patient’s 
faith in him, in his profession, and in the volun- 
tary prepayment for medical care. 





with respect to medical care, is not greater than 
that of $2,500 in 1939, 

These points are easily demonstrated by a com- 
parative review of incomes and of U. S. Bureau 
of Labor statistics on cost of living. 

The estimated average family income in 19339, 
when Blue Shield contract limits for Michigan 
were determined, was $2,267; for 1954 (the most 
recently tabulated year) average family income 
was $5,274. (Today’s figure may be slightly 
higher than that, but not appreciably.) However, 
by February, 1956, the average cost of all items 
included in the Consumer Price Index (which 
measures changes in prices for a fixed list of liv- 
ing essentials) was almost twice the figure for 
1939. The actual increase from 1939 to February, 
1956, was 92.9 per cent. The increase in food 
costs to the consumer was 131 per cent; the in- 
crease in costs for housing was 58.6 percent; for 
apparel, 99.2 per cent; for transportation, 84.2 
per cent; and for medical care, 80.3 per cent. In 
Detroit, which is one of the cities surveyed month- 
ly, by February, 1956, the consumer price index 
had risen, from the 1935-39 base of 100, to 201.5. 

The increase in income taxes, and the fact that 
we do not even consider the deduction of income 
taxes when we stipulate contract income limits, 
would further decrease the purchasing power of 
each dollar of income. In effect, then, a family 
that today has a gross income of $5,000 is even 
worse off financially than a comparable family 
that grossed $2,500 in 1939. 

A realistic approach would suggest that, instead 
of eliminating full coverage for family subscrib- 
ers with a $5,000 annual income and single sub- 
scribers with a $3,750 income, we should offer full 
coverage to even higher income groups. 

There is no basis in fact for the protest that 

(Continued on Page 729) 
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OUTLINE OF 1956 ASSEMBLY AND SECTION SPEAKERS 


Annual Session MSMS 


September 26-27-28, 1956 















| Wednesday 


Time September 26, 1956 
A.M. og a 
8:30- 9:00 


Exhibits Open 


























~9:00- 9:36 General Panties 
Perry S. MacNear, M.D 
Philadelphia, Pa. 
9:30-10:00 Medicine fi 
Francis R. Keatinc, Jr., M.D 


| Rochester, Minn. 





INTERMISSION TO 
VIEW EXHIBITS 


10:00-11:00 











11:00-11:30 





Oc cupational Health (Medicine) “ss 
Sewarp E. Miiier, M.D. 
Washington, D. C. 


Urology (Surgery) 

















11:30 a.m.- 
































































































































12:00 Noon Joun K. Lattimer, M.D. 
New York, N. Y. 
P.M. acai eae 
12:00- 1:00 DISCUSSION CONFERENCE 
2:00- 2:30 Pediatrics 
Joun P. Carrey, M.D. 
New York, N. Y. 
2:30- 3:00 Gynecology ~ 
Somers H. Sturcis, M.D. 
Boston, Mass. 
3:00- 4:00 INTERMISSION TO 
VIEW EXHIBITS 
4:00- 4:30 ; Obstetrics 
Epwin J. DeCosta, M.D. 
Chicago, III. 
4:30- 5:00 =] Public Health & 
Preventive Medicine 
Ottis Anperson, M.D. 
Washington, D. C. 
5:00- 6:00 SIX SECTION MEETINGS __ 














Ge neral Practice 
Perry S. MacNeart, M.D. 
Philadelphia, Pa. 

















Obstetrics-Gynecology 
Epwin J. DeCosta, M.D. 
Chicago, IIl. 


























Occupational Health 
Sewarp E. Miter, M.D. 
Washington, D. C. 

















Pediatrics 
Joun P. Carrey, M.D. 
New York, N. Y. 




















Public Health @ 

} Preventive Medicine 
Otis ANperRson, M.D. 
| Washington, D. C. 


























Urology 
Joun K. Lattimer, M.D. 
New York, N. Y. 











8:30-10:30 p.m. 
Officers Night 














Biddle Lecture 
To be announced 








Thursday 
September 27, 1956 





Friday 
September 28, 1956 





Registration 
Exhibits Open 


9:00-10:00 a.m. 
Surgery Panel 
FrepericK A. Co.ier, M.D. 
Moderator, Ann Arbor, Mich. 
James H. Means, M.D. 
Boston, Mass. 
Dwicut E. Crark, M.D. 
Chicago, Il. 
E. Perry McCuttacu, M.D. 
Cleveland, O. 


INTERMISSION TO 
VIEW EXHIBITS 


| 








Registration 
Exhibits Open 


Obstetrics 


| James E. Firzceratp, M.D. 
Chicazo, Ill. 

Pathology 

M.D. 


| 
AveriILL A. LieBow, 
| New Haven, Conn. 


INTERMISSION TO 
VIEW EXHIBITS 





Otolaryngology 
3. SLAUGHTER Fitz-Hucu, 
Charlottesville, Va. 


; Radiology 
Joun R. ScHENKEN, M.D. 
Omaha, Nebraska 


Gastroenterology-Proctology 


Indianapolis, Ind. 


INTERMISSION TO 
VIEW EXHIBITS 


Pediatrics 
Warren E. WHEELER, M.D. 
Columbus, O. 


— aaaai & Mental 
M. RatpoH Kaurman, M.D. 
New York, N. Y. 





Gastroenterology-Proctology 
Leon Scuirr, M.D. 
Cincinnati, O. 

Nervous © Mental 
M. Ratpw Kaurman, M.D. 
New York, N. Y. 


Ophthalmology 
| Tueopore F. ScHLagceL, Jr., M 
Indianapolis, Ind. 


Otolaryngology 
| G 


| . SLAUGHTER Fitz-HucuH, M.D. 


Charlottesville, Va. 


; Rediclesy 
Joun R. ScHENKEN, M.D. 
Omaha, Nebraska 


; 
Surgery 

Dwicut E. Crark, M.D. 
Chicago, IIl. 


10:00 p.m. to 1:00 a.m. 
State Society Night 
MSMS Entertainment 


M.D. 


DISCUSSION CONFERENCE 


SIX SECTION MEETINGS 


| ; Dermatology 
Herpert S. Ratrner, M.D. 
Chicago, IIl. 


Dermatology 
Epwarp P. Cawtey, M.D. 
Charlottesville, Va. 


DISCUSSION CONFERENCE 


Nervous © Mental 


(Beaumont Lecture) KENNETH E. Appet, M.D. 
Leon Scuirr, M.D. Ardmore, Pa. 
| Cincinnati, O. 
Ophthalmology Anesthesiology 
TueEopore F. ScHLarEceEL, Jr., M.D. O. Stoney Ortu, M.D. 


Madison, Wisc. 


! 3:00-3:30 
FINAL INTERMISSION TO 
VIEW EXHIBITS 


3:30-5:00 p.m. 
Medicine Panel 
Myron PrinzMetar, M.D. 

Beverly Hills, Calif. 
Cuartes A. Pornpexter, M.D. 
New York, N. Y. 
ArtHuR C. Corcoran, M.D. 
Cleveland, O. 
Greorce R. Meneety, M.D. 
Nashville, Tenn. 


FOUR SECTION MEETINGS 


Anesthesiology 
O. Sipney Ortu, M.D. 
Madison, Wisc. 


Dermatology-Sy philology 
Hersert S. Rattner, M.D. 
Chicago, IIl. 


Medicine 


KAUFMAN, 


Mich. 


.D. | Jack M. M.D. 


| Detroit, 


Pathology 
Averitt A. Liesow, M.D. 
| New Haven, Conn. 


END OF ASSEMBLY 
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The Ninety-first Annual Session 
SHERATON-CADILLAC HOTEL, DETROIT 
SEPTEMBER 23-28, 1956 


INFORMATION 


eDETROIT WILL BE HOST TO MSMS IN SEP- 
TEMBER, 1956. 


eMSMS HOUSE OF DELEGATES convenes Mon- 
day, September 24, at 10:00 a.m., Grand Ballroom, 
Sheraton-Cadillac Hotel. It will hold three meetings 
on Monday and two meetings on Tuesday, Septem- 
ber 25. 


THE PROGRAM OF THE ASSEMBLY for the 9st 
Annual Session of the Michigan State Medical] Society 
lists guest speakers from all parts of the United States. 
They are the usual stars in the medical wor’? who 
always grace the podium at annual conventions of 
the Michigan State Medical Society; they insure a 
valuable concentrated continuation course in a!’ »hases 
of medicine and surgery for the busy practitioners of 
Michigan, neighboring states and the Province of On- 
tario, on September 26-27-28. 


REGISTRATION, Tuesday afternoon through Fri- 
day afternoon, September 25-28, Fifth Floor, Shera- 
ton-Cadillac Hotel. Advance registration—on Tues- 
day and early Wednesday morning—will save the doc- 
tors time. Present your State Medical Society or 
Canadian Medical Association membership card to 
expedite registration. 

NO REGISTRATION FEE FOR STATE MEDI- 
CAL SOCIETY AND CMA MEMBERS. 

Doctors of Medicine, who are not members of their 
state medical society or of the Canadian Medical 
Association, will be accorded the privileges of the 
MSMS Annual Session upon payment of a $25.00 
registration fee. 


*REGISTER AS SOON AS YOU ARRIVE. ADMIS- 
SION BY BADGE ONLY. 


®ALL SUBJECTS at the MSMS Annual Session are 
applicable to clinical medicine. They stress diagnosis 
and treatment, usable in everyday practice. 

* POSTGRADUATE CREDITS given to every MSMS 


member who attends MSMS Annual Session. 


®SIX ASSEMBLIES and one public meeting—16 Sec- 
tion Meetings—three Discussion Conferences, all on 
September 26-27-28. 

*A DISCUSSION CONFERENCE — featuring the 
guest speakers of each day—will be held daily from 
12:00 noon to 1:00 p.m. in the Grand Ballroom of 
the Sheraton-Cadillac Hotel. Audience participation 
invited. 

® SECTION MEETINGS will follow the daily As- 
semblies at 5:00 to 6:00 p.m. 

* PAPERS WILL BEGIN AND END ON TIME. This 
scientific meeting will feature by-the-clock promptness 
and regularity. 


*TECHNICAL EXHIBITS WILL contain much of 
Interest and value. Intermissions to view the exhibits 
have been arranged. 

*M. A. DARLING, M.D., DETROIT, is Chairman 


of the Committee on Arrangements for the 1956 
MSMS Annual Session. 








THREE DISCUSSION CONFERENCES 


H. C. Mack, M.D. 
Detroit 
Leader on Wednesday, 
September 26, 1956 


F. A. Cotier, M.D. 
Ann Arbor 
Leader on Thursday, 
September 27, 1956 


Three quiz periods will be 
held Wednesday-Thursday- 
Friday, September 26-27-28, 
in the Grand Ballroom of 
the Sheraton-Cadillac Hotel, 
Detroit, 12:00 noon to 1:00 
p.m., with all the guest 
speakers of the day on the 
platform. 


An opportunity to ask ques- 

tions concerning the presen- 

tations of the guest essayists, 

Harotp Henperson, M.D. or to discuss an interesting 

Detroit case with them, is provided 

Leader on Friday, at these daily Discussion 
September 28, 1956 Conferences. 








@ CABARET-STYLE DANCE AND ENTERTAIN- 


MENT, with the compliments of the Michigan 
State Medical Society, will be held in the Grand Ball- 
room of the Sheraton-Cadillac Hotel on Thursday 
evening, September 27. All who register will receive a 
card of admission and they and their ladies are cor- 
dially invited to attend. 


@ THE WOMAN’S AUXILIARY to the Michigan 


State Medical Society will present an attractive social 
and business program at the Ft. Shelby Hotel, Detroit. 
The wife of every MSMS member is cordially invited 
to attend. 


@ MEMBERS OF MICHIGAN MEDICAL SERVICE 


will meet in annual session, Tuesday, September 25, 
at 2:00 p.m. This meeting will follow the annual 
MMS luncheon to be held at MMS headquarters, 441 
E. Jefferson Ave., Detroit. 
SCIENTIFIC ASSEMBLY 
Wednesday-Thursday-Friday, 


September 26-27-28, 1956 


SAVE AN ORDER FOR THE EXHIBITOR AT THE 
MICHIGAN STATE MEDICAL SOCIETY ANNUAL SESSION 


June, 1956 




















Grand Ballroom, Sheraton-Cadillac Hotel, Detroit 








10:00 a.m.—First meeting 


1. Call to Order by Speaker 

2. Report of Committee on Credentials 

3. Roll Call 

4. Appointment of Reference Committees 
(a) On Officers Reports 
(b) On Reports of The Council 
(c) On Reports of Standing Committees 
(d) On Reports of Special Committees 






























































(e) On Constitution and By-Laws 

(f) On Resolutions 

(g) On Special Memberships 

(h) On Rules and Order of Business 

(i) On Legislation and Public Relations 

(j) On Hygiene and Public Health 

(k) On Medical Service and Prepayment In- 











surance 








(1) On Miscellaneous Business 
(m) On Executive Session 
(n) On Emergency Medical Service 


5. Speaker’s Address—J. E. Livesay, M.D., Flint 
6. President's Address—W. S. Jones, M.D., Me- 


nominee 


7. President-Elect’s Address—Arch Walls, M.D., 
Detroit 


8. Annual and Supplemental Reports of The Coun- 
cil—D. Bruce Wiley, M.D., Utica, Chairman of 
The Council 





















































sociation—W. A. Hyland, M.D., Grand Rapids, 











Mrs. Delbert MacGregor, Flint, President 


11. Brief of Annual Report of Michigan State 
Medical Assistants Society—Miss Hallie Cum- 









































MONDAY, SEPTEMBER 24 
Grand Ballroom, Sheraton-Cadillac Hotel, Detroit 


2:00 p.m.—Second Meeting 


13. Supplemental Report of Committee on Cre- 
dentials 
14. Roll Call 


15. Resolutions} 




































































*See the Constitution, Articles IV, VII and XII, 
and the By-Laws, Chapter 8 on “House of Delegates.” 

tAll resolutions, special reports, and new _ business 
shall be presented in writing in triplicate (By-Laws, 
Chapter 8, Section 10-m). 
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The Ninety-first Annual Session 
SHERATON-CADILLAC HOTEL, DETROIT, SEPTEMBER 24-25, 1956 
HOUSE OF DELEGATES—ORDER OF BUSINESS* 


MONDAY, SEPTEMBER 24 16. 


17. 


mins, Caro, President 19. 

12. Selection of Michigan’s Foremost Family Phy- 20. 
Sician 21. 

22. 


Reports of MSMS Standing Committees 
A. Committee on Postgraduate Medical Edu. 
cation 
B. Preventive Medicine Committee 
(1) Committee on Rheumatic Fever Con. 
trol 
(2) Cancer Control Committee 
(3) Maternal Health Committee (and Sub. 
committees ) 
) Venereal Disease Control Committee 
) Tuberculosis Control Committee 
) Industrial Health Committee 
) Mental Health Committee 
) Child Welfare Committee (and Sub 
committees ) 
(9) Iodized Salt Committee 
(10) Geriatrics Committee (and Subcommit- 
tees) 
C. Public Relations Committee (and Subcon- 
mittees ) 
D. Ethics Committee 
E. Legislative Committee 
Reports of Special Committees 
A. Beaumont Memorial Committee 
B. Scientific Radio Committee 
C. Advisory Committee to Woman’s Auxiliary 
D. Advisory Committee to Michigan State 
Medical Assistants Society 
E. Committee to Study MSMS Financial Struc- 
ture 
Reports of the Committees of The Council, in- 
cluding Committee on Scientific Work, are in- 
cluded in Annual Report of The Council. 


4 
5 
6 
7 
8 


a. 


9. Report of Delegates to American Medical As- MONDAY, SEPTEMBER 24 

Chofemon Grand Ballroom, Sheraton-Cadillac Hotel, Detroit 
10. Brief of Annual Report of Woman’s Auxiliary— 8:00 p.m.—Third Meeting 
18. 


Supplementary Report of Committee on Cre- 

dentials 

Roll Call 

Unfinished Business 

New Business 

Reports of Reference Committees 

(a) On Officers’ Reports 

(b) On Reports of The Council 

(c) On Reports of Standing Committees 

(d) On Reports of Special Committees 

(e) On Constitution and By-Laws 

(f) On Resolutions 

g) On Special Memberships 

) On Rules and Order of Business 

) On Legislation and Public Relations 

) On Hygiene and Public Health 

’ On Medical Service and Prepayment In 
surance 

(1) On Miscellaneous Business 

(m) On Executive Session 

(n) On Emergency Medical Service 


JMSMS 


23. 


24. 
25. 
26. 
27. 


29 
30 
31 
32 
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1d Sub 
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THE NINETY-FIRST 


TUESDAY, SEPTEMBER 25 
Grand Ballroom, Sheraton-Cadillac Hotel, Detroit 
9:30 a.m.—Fourth Meeting 


93. Supplementary Report of Committee on Cre- 
dentials 


. Roll Call 
. Unfinished Business 
. New Business 


. Supplementary Reports of Reference Commit- 
tees 


TUESDAY, SEPTEMBER 25 
Grand Ballroom, Sheraton-Cadillac Hotel, Detroit 
8:00 p.m.—Fifth Meeting 


28. Supplementary Report of Committee on Cre- 
dentials 


29. Roll Call 
30. Unfinished Business 
31. Supplemental Report of The Council 


32. Supplementary Reports of Reference Commit: 
tees 


33. Elections 


(a) Councilors: 
Ist District—A. E. Schiller, M.D., Detroit 


—Incumbent 


4th District—Ralph W. Shook, M.D., Kal- 


amazoo—Incumbent 


5th District—J. D. Miller, M.D., Grand 
Rapids—Incumbent 


6th District—H. H. Hiscock, M.D., Flint 
—Incumbent 


) Delegates to American Medical Association: 
W. D. Barrett, M.D., Detroit—Incumbent 


W. H. Huron, M.D., Iron Mountain—In- 
cumbent 


R. L. Novy, M.D., Detroit—Incumbent 


Alternate Delegates to American Medical 
Association 
G. W. Slagle, M.D., Battle Creek—Incum- 
bent 
William Bromme, M.D., Detroit—Incum- 
bent 
J. R. Rodger, M.D., Bellaire—Incumbent 
) President-Elect 
) Speaker of the House of Delegates 
) Vice-Speaker of the House of Delegates 


34. Adjournment. 


a 





REGISTRATION OF DELEGATES 


Monday, September 24, 1956 
8:30 a.m. 


Grand Ballroom Foyer (4th Floor) 








ee 


June, 1956 





ANNUAL SESSION 





ANNUAL SESSION APPOINTMENTS 


e Chairman of Arrangements 
M. A. Darling, M.D., Detroit 


e House of Delegates Press Relations Committee 


J. E. Livesay, M.D., Flint, Chairman 
H. F. Dibble, M.D., Detroit 

L. Fernald Foster, M.D., Bay City 
A. B. Gwinn, M.D., Hastings 

K. H. Johnson, M.D., Lansing 


Scientific Press Relations Committee 


L. J. Bailey, M.D., Detroit 

H. F. Dibble, M.D., Detroit 
A. B. Gwinn, M.D., Hastings 
J. J. Lightbody, 'M.D., Detroit 
M. R. Weed, M.D., Detroit 











HOTEL RESERVATIONS 


MICHIGAN STATE MEDICAL SOCIETY 
9ist Annual Session 
Detroit, September 26-27-28, 1956 


The reservation blank below is for your convenience in 
making your hotel reservations in Detroit. Please send 
your application to the Committee on Hotels for MSMS 
Convention, Att: B. Van DeKeere, Sheraton-Cadillac 
Hotel, Detroit, Michigan. Mailing your application now 
will be of material assistance in securing hotel accommo- 
dations. 

As very few singles are available, registrants are re- 
quested to co-operate with the Committee on Hotels by 
sharing a room with another registrant, when convenient. 


Committee on Hotels, 
Michigan State Medical Society 
c/o Sheraton-Cadillac Hotel 


Detroit, Michigan Att: D. J. Gibb 


Please make hotel reservation(s) as indicated below: 
ee Ee 
~ Double Room(s) for ____________ persons 
_. Twin-Bedded Room(s) for __ persons 
. AM. —____ P.M 


- Ry ene Fe 


persons 


Arriving September _____ hour ___ 


a || 


Hotel of First Choice: 





Second Choice: — 





Name and addresses of all applicants including person 
making reservation: 


Name Address City State 


Date _ 
Address - 






















































MSMS HOUSE OF DELEGATES, 1956 


Delegates and Alternates 


OFFICERS 


J. E. Livesay, M.D., 621 Mott Foundation Bldg., Flint, 
Speaker 


K. H. Johnson, M.D., 1116 Mich. Natl. Tower, Lansing, 
Vice Speaker 


L. Fernald Foster, M.D., 919 Washington, Bay City, 
Secretary 


R. H. Baker, (M.D., 1110 Pontiac Bank Bldg., Pontiac, 
Immediate Past-President 


ALLEGAN 


L. F. Brown, M.D., 133 E. Allegan, Otsego 
E. B. Johnson, M.D., 412 Water St., Allegan 


ALPENA-ALCONA-PRESQUE ISLE 

E. S. Parmenter, M.D., P.O. Box 192, Alpena 

J. E. Spens, M.D., Professional Bldg., Alpena 
BARRY 

A. B. Gwinn, M.D., City Bank Bldg., Hastings 

D. H. Castleman, M.D., 146 E. State St., Hastings 
BAY-ARENAC-IOSCO 


O. J. Johnson, M.D., 207 N. Walnut St., Bay City 

D. A. Bowman, M.D., 1705 Third St., Bay City 

W. G. Gamble, Jr., M.D. 2010 Fifth Avenue, Bay City 
S. A. Cosens, M.D., 101 West John Street, Bay City 


BERRIEN 


D. W. Thorup, M.D., 610 Fidelity Bldg., Benton Harbor 
N. J. Hershey, M.D., 122 Grant St., Niles 

H. J. Klos, M.D., 2121 Niles, St. Joseph 

E. L. Garrett, M.D., 61 N. St. Joseph Ave., Niles 
BRANCH 


H. J. Meier, M.D., 87 W. Pearl St., Coldwater 

R. J. Fraser, 22 W. Pearl St., Coldwater 

CALHOUN 

H. C. Hansen, M.D., 417 Post Bldg., Battle Creek 

L. R. Keagle, M.D., 196 North Ave., Battle Creek 

J. W. Hubly, M.D., 1407 Security Tower, Battle Creek 

S. B. Winslow, M.D., 1509 Security Bank Bldg., Battle 
Creek 

CASS 

S. L. Loupee, M.D., 110 W. Division, Dowagiac 

U. M. Adams, M.D., Marcellus 

CHIPPEWA-MACKINAC 

W. F. Mertaugh, M.D., Central Savings Bank Bldg., 
Sault Ste. Marie 

E. S. Rhind, M.D., 300 Court St., Sault Ste. Marie 

CLINTON 

F. W. Smith, M.D., St. Johns 

A. C. Henthorn, M.D., Route 3, St. Johns 

DELTA-SCHOOLCRAFT 

H. Q. Groos, M.D., 1015 S. First St., Escanaba 

C. E. Kee, M.D., 8 South 11th St., Gladstone 

DICKINSON-IRON 

D. R. Smith, M.D., 105 E. “A” Street, Iron Mountain 

E. R. Addison, M.D., 412 Superior St., Crystal Falls 

EATON 

P. H. Engle, M.D., 121 South Main St., Olivet 

B. P. Brown, M.D., 116 Pearl Street, Charlotte 
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(Names of Alternates appear in italics) 





GENESEE 


C. W. Colwell, M.D., 706 Citizens Bank Bldg., Flint 
R. M. Bradley, M.D., 420 Genesee Bank Bldg., Flint 
C. K. Stroup, M.D., 2002 East Court St., Flint 

J. E. Livesay, M.D., 621 Mott Foundation Bldg., Flint 
F. D. Johnson, M.D., 312 Paterson Bldg., Flint 

L. G. Bateman, M.D., 1928 Lewis, Flint 

G. E. Anthony, M.D., 1015 Detroit St., Flint 

J. C. Benson, Jr., M.D., 402 W. Second St., Flint 
F. W. Baske, M.D., 923 Maxine St., Flint 

J. E. Wentworth, M.D., 1651 Chevrolet Ave., Flint 


GOGEBIC 


D. C. Eisele, M.D., 109 E. Aurora, Ironwood 
D. L. Davidson, M.D., 200 S. Sophie, Bessemer 


GRAND-TRAVERSE-LEELANAU-BENZIE 


D. G. Pike, M.D., 876 E. Front St., Traverse City 
B. J. Sweeney, M.D., 2272 Grandview Pkwy., Traverse 
City 


GRATIOT-ISABELLA-CLARE 


E. S. Oldham, M.D., Breckenridge 
J. M. Wood, M.D., 314 S. Brown St., Mt. Pleasant 


HILLSDALE 


A. W. Strom, M.D., 32 South Broad St., Hillsdale 
L. W. Day, M.D., 112 E. Chicago, Jonesville 


HOUGHTON-BARAGA-KEWEENAW 


P. S. Sloan, M.D., 214 Clark Street, Houghton 
L. C. Aldrich, M.D., 1609 E. Houghton Ave., Houghton 


HURON 


C. W. Oakes, M.D., Harbor Beach 
C. A. Scheurer, M.D., Pigeon 


INGHAM 


J. M. Wellman, M.D., 301 Seymour, Lansing _ 

H. W. Harris, M.D., 609 N. Washington, Lansing 

F. L. Troost, M.D., 4341 W. Delhi, Holt 

K. H. Johnson, M.D., 1116 Michigan National Tower, 
Lansing 

L. A. Drolett, M.D., 3526 West Saginaw St., Lansing 

K. W. Toothaker, M.D., 930 N. Washington, Lansing 

R. E. Kalmbach, M.D., 301 Seymour St., Lansing 

Milton Shaw, M.D., 320 Townsend, Lansing 


IONIA-MONTCALM 


Robert E. Rice, M.D., Greenville 
Milton Slagh, M.D., Saranac 


JACKSON 


W. A. Wickham, M.D., 420 W. Michigan, Jackson 
H. W. Porter, M.D., 505 Wildwood Ave., Jackson 
C. R. Lenz, M.D., 405 First St., Jackson 

J. P. Bentley, M.D., 404 McNeal St., Jackson 


KALAMAZOO 


W. A. Scott, M.D., 252 E. Lovell, Kalamazoo 

S. E. Andrews, M.D., 224 E. Cedar St., Kalamazoo 
F. C. Ryan, M.D., 507 S. Burdick St., Kalamazoo 
P. F. Cooper, M.D., 252 E. Lovell, Kalamazoo 

R. R. Dew, M.D., 252 E. Lovell, Kalamazoo 

J. G. Malone, M.D., 420 John St., Kalamazoo 
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KENT 

k. E. Fellows, M.D., 110-116 E. Fulton, Grand Rapids 

W. J. Fuller, M.D., 833 Lake Dr. S.E., Grand Rapids 

r. A. Rasmussen, M.D., 1810 Wealthy St. S.E., Grand 
Rapids 

4. V. Wenger, M.D., 124 E. Fulton St., Grand Rapids 

w. C. Beets, M.D., 124 E, Fulton St., Grand Rapids 

J. T. Boet, M.D., 2339 Wyoming Ave. S.W., Grand 
Rapids 

G. W. DeBoer, M.D., 26 Sheldon Ave. S.E., Grand 
Rapids 

F. §. Alfenito, M.D., 26 Sheldon Ave. S.E., Grand 
Rapids 

F. M. Burroughs, Jr... M.D., 11 S. Wilson, Grandville 
C. E. Farber, M.D., 68 Ransom Ave. N.E., Grand 
Rapids 

Jack Hoogerhyde, M.D., 124 E. Fulton St., Grand 
Rapids 

R. C. Boelkins, M.D., 125-127 Fountain N.E., Grand 
Rapids 

V. A. Notier, M.D., 26 Sheldon Ave. S.E., Grand Rapids 
B. R. Van Zwalenburg, M.D., 833 Lake Drive S.E., 
Grand Rapids 


LAPEER 

D. J. O’Brien, M.D., Nepessing St., Lapeer 

G. L. Smith, M.D., 1113 E. Third St., Imlay City 
LENAWEE 

G. C. Wilson, M.D., 108 N. Jackson St., Clinton 
W. H. Hewes, M.D., 146 E. Maumee St., Adrian 
LIVINGSTON 

H. C. Hill, M.D., 116 N. Michigan, Howell 

L. E. May, M.D., 203 N. Court St., Howell 

LUCE 

D. C. Adams, M.D., Newberry State Hospital, Newberry 
MACOMB 

Sydney Scher, M.D., 132 Cass Ave., Mt. Clemens 
0. D. Stryker, M.D., County Bldg., Mt. Clemens 
MANISTEE 

E. A. Oakes, M.D., 401 River Street, Manistee 

E. B. Miller, M.D., 425 River St., Manistee 
MARQUETTE-ALGER 

A. §. Narotzky, M.D., 200 S. Main, Ishpeming 

]. P. Bertucct, M.D., 114 S. First St., Ishpeming 
MASON 

H. G. Bacon, Jr., M.D., Scottville 

E. B. Boldyreff, M.D., Custer 
MECOSTA-OSCEOLA-LAKE 

Paul Ivkovich, MD.., 111 S. Chestnut St., Reed City 
]. E. Walters, M.D., 624 S. Michigan, Big Rapids 
MENOMINEE 

J. R. Heidenreich, M.D., Daggett 

H. R. Brukardt, M.D., 534 First St., Menominee 
MIDLAND 

M. J. Ittner, M.D., 217 N. Saginaw, Midland 

H. L. Gordon, M.D., 1423 Clover Lane, Midland 
MONROE 

T. A. McDonald, M.D., 17 E. Elm Avenue, Monroe 
J. P. Flanders, M.D., 31 Washington, Monroe 
MUSKEGON 


R. D. Risk, M.D., 1160 Ransom St., Muskegon 

N. W. Scholle, M.D., 2500 Peck St., Muskegon Hgts. 
D. R. Boyd, M.D., 1735 Peck St., Muskegon 

]. M. Busard, M.D., 530 Liberty Life Bldg., Muskegon 
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NEWAYGO 


J. P. Klein, M.D., 16 W. Sheridan, Fremont 
B. L. Masters, M.D., 111 W. Dayton, Fremont 


NORTH CENTRAL 


E. H. Rodda, M.D., 308 Michigan Ave., Grayling 
G. L. Schaiberger, M.D., 707 W. Hought St., West 
Branch 


NORTHERN MICHIGAN 


J. R. Rodger, M.D., Bellaire 
R. E. Pearson, M.D., Boyne City 


OAKLAND 


J. M. Markley, M.D., 849 W. Huron, Pontiac 

P. E. Sutton, M.D., 629 Washington Square Bldg., Royal 
Oak 

H. A. Furlong, M.D., 940 Riker Bldg., Pontiac 

E. B. Cudney, M.D., Pontiac Motor Div., Pontiac 

E. W. Bauer, M.D., 23055 John R., Hazel Park 

W. J. Zimmerman, M.D., 258 Washington Square Bldg., 
Royal Oak 

Sidney Miller, M.D., 604 N. Woodward, Birmingham 

C. G. Burke, M.D., 1022 Riker Bldg., Pontiac 

N. F. Gehringer, M.D., 880 Woodward, Pontiac 

F. J. Kemp, M.D., 880 Woodward, Birmingham 

F. M. Adams, M.D., 600 N. Woodward, Birmingham 

P. T. Lahti, M.D., 325 Washington Square Bldg., Royal 
Oak 


OCEANA 
W. G. Robinson, M.D., 219 State St., Hart 


ONTONAGON 


C. R. Lahti, M.D., 800 Zinc St., Ontonagon 
W. F. Strong, M.D., 800 Chippewa St., Ontonagon 


OTTAWA 


Otto van der Velde, M.D., 35 W. Eighth St., Holland 
Wm. Westrate, Sr..M.D., 17 West 10th St., Holland 


SAGINAW 


J. P. Markey, M.D., 808 N. Michigan, Saginaw 
A. C. Stander, M.D., 1411 Court St., Saginaw 
F. J. Busch, M.D., 1731 N. Michigan, Saginaw 
L. J. Morgrette, M.D., 603 S. Jefferson, Saginaw 
W. B. Kerr, M.D., 300 S. Michigan, Saginaw 
J. E. Manning, M.D., 815 N. Michigan, Saginaw 


SANILAC 


Neil Muir, M.D., Croswell 
Duane Smith, M.D., Brown City 


SHIAWASSEE 


C. L. Weston, M.D., Matthews Bldg., Owosso 
R. C. Brown, M.D., 113 E. Williams, Owosso 


ST. CLAIR 


J. F. Beer, M.D., 104 N. Riverside, St. Clair 
W. H. Boughner, M.D., 325 Pleasant St., Algonac 


ST. JOSEPH 


S. A. Fiegel, M.D., 111 South Monroe, Sturgis 
R. J. Fortner, M.D., 137 Portage Ave., Three Rivers 


TUSCOLA 


Floyd L. Savage, M.D., Caro 
E. N. Elmendorf, M.D., Vassar 
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VAN BUREN 


R. W. Spalding, M.D., Gobles 
F. J. Loomis, M.D., Paw Paw 


WASHTENAW 


. W. Teed, M.D., 215A South Main St., Ann Arbor 
. K. Engelke, M.D., 720 E. Catherine St., Ann Arbor 
. S. Barker, M.D., University Hospital, Ann Arbor 
. F. Falls, M.D., 408 First National Bldg., Ann Arbor 
. H. Bauer, M.D., 505 First National Bldg., Ann Arbor 

R. C. Barlow, M.D., St. Joseph Mercy Hospital, Ann 
Arbor 

T. N. Evans, M.D., 1001 Belmont Road, Ann Arbor 

C. W. Newton, Jr., M.D., 2120 Wallingford Rd., Ann 
Arbor 

G. S. Sayre, M.D., 220 Pearl St., Ypsilanti 

V. M. Zerbi, 315 N. Adams, Ypsilanti 


WAYNE 


L. R. Leader, M.D., 1129 David Whitney Bldg., De- 
troit 26 

L. J. Bailey, M.D., 620 Vinewood Ave., Birmingham 

R. R. Cooper, M.D., 1515 David Whitney Bldg., De- 
troit 26 

R. L. Novy, M.D., 858 Fisher Bldg., Detroit 2 

J. J. Lightbody, M.D., 501 David Whitney Bldg., De- 
troit 26 

J. G. Molner, M.D., 334 Bates, Detroit 

E. A. Osius, M.D., 901 David Whitney Bldg., Detroit 26 

M. A. Darling, M.D., 673 Fisher Bldg., Detroit 2 

E. H. Fenton, M.D., 15125 Grand River Ave., Detroit 27 

C. I. Owen, M.D., 4160 John R. St., Detroit 1 

W. S. Reveno, M.D., 958 Fisher Bldg., Detroit 2 

J. E. Webster, M.D., 840 David Whitney Bldg., Detroit 
26 

D. I. Sugar, M.D., 13120 Broadstreet, Detroit 

W. W. Babcock, M.D., 868 Fisher Bldg., Detroit 2 

Lawrence Reynolds, M.D., 10 Peterboro, Detroit 1 

G. S. Bates, M.D., 861 Monroe Blvd., Dearborn 

M. L. Lichter, M.D., 2900 Oakwood Blvd., Melvindale 

C. W. Sellers, M.D., 2314 W. Grand Blvd., Detroit 8 

J. B. Blodgett, M.D., 606 Kales Bldg., Detroit 26 

W. S. Carpenter, M.D., 1317 David Whitney Bldg., 
Detroit 26 

W. L. Brosius, M.D., Harper Hospital, Detroit 

M. R. Weed, M.D., 1997 E. Grand Blvd., Detroit 11 

E. G. M. Krieg, M.D., 1842 David Whitney Bldg., 
Detroit 26 

A. H. Price, M.D., 62 W. Kirby, Detroit 2 

R. F. Fenton, M.D., 15125 Grand River Ave., Detroit 27 

Cc. L. Candler, M.D., 20040 Mack Ave., Grosse Pte. 
Woods 

R. H. Pino, M.D., 208 David Whitney Bldg., Detroit 26 

F. P. Rhoades, M.D., 970 Maccabees Bldg., Detroit 2 

P. C. Gittins, M.D., 732 Maccabees Bldg., Detroit 2 

C. K. Hasley, M.D., 1429 David Whitney Bldg., Detroit 
26 

Louis Jaffe, M.D., 1002 David Whitney Bldg., Detroit 26 

A. D. Ruedemann, Sr., M.D., 1633 David Whitney Bldg., 
Detroit 26 

E. C. Texter, M.D., 7457 Gratiot Avenue, Detroit 13 

H. F. Dibble, M.D., 1313 David Whitney Bldg., Detroit 
26 

Saul Rosenzweig, M.D., 2114 David Broderick Tower, 
Detroit 26 

mv: Walker, M.D., 1255 David Whitney Bldg., Detroit 
26 

A. E. Price, M.D., 313 David Whitney Bldg., Detroit 26 

L. S. Fallis,s M.D., Henry Ford Hospital, Detroit 2 

L. A. Pratt, M.D., 3919 John R. Street, Detroit 
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S. E. Gould, M.D., Wayne County General Hospital 
Eloise ’ 


7 Lauppe, M.D., 1650 David Whitney Bldg., Detroit 


H. B. Fenech, M.D., 10 Peterboro, Detroit 1 

J. E. Croushore, M.D., 573 Fisher Bldg., Detroit 2 

L. T. Henderson, M.D., 14814 East Warren, Detroit 15 

J. G. Bielawski, M.D., 922 Maccabees Bldg., Detroit 9 

J. E. Hauser, M.D., 671 Fisher Bldg., Detroit 2 ‘ 

D. A. Young, M.D., 14807 W. McNichols, Detroit 

J. A. Kasper, M.D., Bon Secour Hosp., Grosse Pointe 30 

J. D. Fryfogle, M.D., 655 Fisher Bldg., Detroit 2 , 

Myer Teitelbaum, M.D., 405 Kales Bldg., Detroit 26 

W. L. Sherman, M.D., 10 Peterboro, Detroit 1 

Raphael Altman, M.D., 1052 Maccabees Bldg., Detroit 2 

Sidney Adler, M.D., 755 Fisher Bldg., Detroit 2 

E. F, Lutz, M.D., 13-204 General Motors Bldg., Detroit? 

Joseph Hickey, M.D., 6004 W. Fort St., Detroit 9 

D. C. Young, M.D., 1151 Taylor Avenue, Detroit 

L. W. Korum, M.D., 18585 E. Warren, Detroit 

R. G. Robinson, M.D., 3751 31st St., Detroit 10 

Z. S. Bohn, M.D., 10 Peterboro, Detroit 1 

M. D. MacQueen, M.D., 1651 First National Bank Bldg., 
Detroit 26 

J. A. Witter, M.D., 344 Glendale, Detroit 3 

G. S. Fisher, M.D., 1101 Whittier, Grosse Pointe Park 30 

C. M. McColl, M.D., Henry Ford Hospital, Detroit 2 

E. B. Foster, M.D., 853 Fisher Bldg., Detroit 2 

W. D. Mayer, M.D., 51 W. Boston Bluvd., Detroit 

H. E. Bagley, M.D., 12922 W. Warren Ave., Dearborn 

-~s Fuller, M.D., 1257 David Whitney Bldg., Detroit 
6 

F. J. Sladen, M.D., Henry Ford Hospital, Detroit 2 

A. Z. Rogers, M.D., 20451 Mack Ave., Grosse Pointe 
Woods 30 

Alice E. Palmer, M.D., 3919 John R. St., Detroit 1 

H. C. Rees, M.D., 15700 Mack Avenue, Detroit 24 

W. L. Foster, M.D., 2567 W. Grand Blud., Detroit 8 

E. C. Long, M.D., 2626 Rochester, Detroit 6 

H. L. Morris, M.D., 1069 Fisher Bldg., Detroit 2 

E. J. Hammer, M.D., 16616 Mack Avenue, Detroit 24 

H. W. Longyear, M.D., 3019 N. Woodward, Royal Oak 

E. C. Baumgarten, M.D., 8045 E. Jefferson, Detroit 

J. C. Fremont, M.D., 1202-4 David Whitney Bldg., 
Detroit 26 

E. M. Wakeman, M.D., 22276 Garrison, Dearborn 

E. G. Cochrane, M.D., 12805 Hamilton, Detroit 3 

W. P. Curtiss, M.D., 3181 E. Jefferson, Detroit 7 

E. G. Merritt, M.D., 10 Peterboro, Detroit 1 

C. J. Sprunk, M.D., 2900 Oakwood Blud., Melvindale 

S. E. Chapin, M.D., 10149 Michigan Avenue, Dearborn 

R. C. Rueger, M.D., 9149 E. Jefferson, Detroit 14 

E. M. Vardon, M.D., 12897 Woodward, Detroit 3 

V. G. Chabut, M.D., 206 W. Dunlap, Northville 

E. F. Dittmer, M.D., 18412 Mack Avenue, Grosse Pointe 
Farms 30 

H. L. Smith, M.D., 16401 Grand River Ave., Detroit 27 

I. V. Berlien, M.D., 2906 E. Jefferson, Detroit 7 

E. A. Irvin, M.D., 3000 Schaefer Road, Dearborn 

M. J]. Rueger, M.D., 708 Kales Bldg., Detroit 26 

H. V. Kasabach, M.D., 952 David Whitney Bldg., De- 
troit 26 

G. L. Coan, M.D., 2336 Van Alstyne Blvd., Wyandotte 

R. P. Lytle, M.D., 10 Peterboro, Detroit 1 

C. D. Moll, M.D., 10 Peterboro, Detroit 1 

E. R. Sherrin, M.D., 17555 James Couzens Hwy., De- 
trout 


Grace M. Perdue, M.D., 762 Fisher Bldg., Detroit 2 


WEXFORD-MISSAUKEE 


R. V. Daugharty, M.D., $02 E. Chapin, Cadillac 
M. R. Murphy, M.D., 120 E. Cass, Cadillac 
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HOUSE OF DELEGATES—1956 
REFERENCE COMMITTEES, CREDENTIALS COMMITTEE, 
AND PRESS RELATIONS COMMITTEE 


(All meetings of Reference Committees will be held in the 
Sheraton-Cadillac Hotel, Detroit) 


CREDENTIALS COMMITTEE 


A. B. Gwinn, M.D., Chairman Hastings 
- rN, III. xanséivancaindianuianinioneieiiaieisaveneanitelin Otsego 

N. J. HERSHEY, M.D. 0.0... ecssesessssceeesesenseesnenenenees Niles 
H. C. Hit. M_D. is AE Re ee re eens ere eee Howell 


REFERENCE COMMITTEES 


Officers Reports 


F. J. Buscu, M.D., Chairman Saginaw 
H. G. BACON, Jjr., M.D Scottville 
J. P. Kien, M.D. od slo duns asa wentwonnd cccosv oe hance ae Fremont 
SYDNEY SCHER, |. Semen meee meen te Mt. Clemens 
C. W. SELLERS, i ene 2 Meee rere ae” Detroit 


Reports of The Council 


_ A. Osius, M.D., Chairman 

mt BARKER, M.D. kecites bas on Succes ee Ann Arbor 
& ip DAUGHARTY, M.D Cadillac 
. B. FENECH, M.D. en ee rm re Detroit 
Se 3 a rennereennnnenn enter Flint 
eer Kalamazoo 


TTO VAN DER VELDE, M.D Holland 


Reports of Standing Committees 


. A. Oakes, M.D., Chairman Manistee 
Be NNO, NN oy ccns cen ctasabusecoeteeeeeneeseanen Detroit 
Fe MUNIN | TID seceesesccnncssssisecensnesnateonecerseny Pontiac 
. H. Roppa, M.D Grayling 
RIMM: CHUB AMIUNINES.. SUNEERS. -oc<cevonscscauessoveqnuenstesvaberveeneesee Gobles 


Reports of Special Committees 


. S. CARPENTER, M.D., Chairman Detroit 
Bs MS TE icssss siassosirsiiasnsnniestecdaauascounatiiniandl Midland 
I IN, Ia ddsnapsten uaineldianeibie Muskegon 
SP MII: III,” cnecnicceccuthicnaneencsvacnseaeeunantind Hart 
Ae II, TRING Scinstnviniescovarctancisinetcnennmnaneniiinel Saginaw 


Constitution and By-Laws 


. W. THorup, M.D., Chairman Benton Harbor 
bi III SIE nccscssaninsceeneccaennnnccilaimicing Detroit 
— 3. 7 | eenenreees Grand Rapids 
8S Bay City 

. 8. PARMENTER, i... SERRE RO Meee veeeeeen Mrceren et Alpena 


Resolutions 


S. L. Louper, M.D., Chairman Dowagiac 
M. A. DARLING, M.D. ER et re Detroit 
“| ee: Grand Rapids 
L. S. Fauuts, M.D. ioe ren nee os WRN eS «1 Detroit 
H. F. F i I oa a te sci ets can igo Ann Arbor 
J. P. M ARKEY, SRR erercenrenerne ane. Saginaw 
J. M. WELLMAN, M.D Lansing 


Rules and Order of Business 


J. F. Beer, M.D., Chairman 


> R. SMITH, | SE Iron Mountain 
. V. Waker, M.D Detroit 


June, 1956 


Legislation and Public Relations 


. W. TEED, M.D., Chairman 

. E. ANDREws, M.D Kalamazoo 
SS Ee en mnerery yee Sturgis 
> (<Q Seeeeeeseerssers serene Coldwater 
Fe: BINS. Aictisenecisen si enmnioneneate Detroit 


Hygiene and Public Health 
J. G. Moiner, M.D., Chairman Detroit 
D. C. ADAms, 
Tic BR, MII siren cinricinsesiccnsnsianernventenne Ann Arbor 
TL” Ti TI TI ocacnesecceccescccosesecessaviivnned Daggett 


Medical Service and Prepayment Insurance 


W. S. Reveno, M.D., Chairman Detroit 
- & i(~— 5, - SR eRseene Bay City 
H. Q. Gross, M.D Escanaba 
i iin ei icssirniphiiditinniedinnecndipeitinannscalaannall Detroit 
Bile a III IIE: ho iinicennisdcciiancecasonctichineecnberl Jackson 


Miscellaneous Business 


Eart G. M. Kriec, M.D., Chairman ....: 

H. C. HAnsEn, ale et eet epee Battle Creek 
H. W. Harris, BE ciisicacinnscudkaehiannarsentenaconaaniill Lansing 
J. Ti TR TIS cccereicerninicenesccenncsninnennicinninintl Bellaire 


Special Memberships 


D. G. Pixe, M.D., Chairman Traverse City 
R. M. BRADLEY, M.D. ee cha lec a tin ciacage esaan ects ee Flint 
T.. A; McDonaLp, Re eee Monroe 
Nem Muir, M.D. SOO EO OE a Croswell 
M. R. Weep, III --cesecsiniobivdacsiicionipenssiveiasadisltaeensbainennial Detroit 


Emergency Medical Service 
M. L. Licuter, M.D., Chairman Melvindale 
W. C. BEETs, ss nabaainnenipeneeeremenens Grand Rapids 
H. A. FURLONG, SITTIII, - aivssinccasvasienitisancepiideaiciieeaiamianoal Pontiac 
a a Ok ener: Muskegon Heights 
Th, My I ea ctecccceciteseiscciincinacicaeeanns Flint 


Executive Session 


G. C. Bates, M.D., Chairman Detroit 
Cc. W. CoLwELL, i TATE Flint 
Greenville 


Press Relations Committee 


J. E. Livesay, M.D., Chairman 

FE Eee Detroit 
H. B. FENECH, M.D 

L. FERNALD Foster, M.D. 

4 ¢0dlUlUm68"llCl——EEE Hosting, 
| nn Lansing 
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Meet Miss Hallie Cummins, R.R.L., of Caro, 
President of the Michigan State Medical Assist- 
ants Society. 

The R.R.L. stands for “Registered Record 
Librarian” and, for Hallie, it stands for the reali- 
zation of an aim she has had since she first became 
associated with the medical profession. 

Since 1947, she has 
served as secretary to the 
Superintendent of Caro 
State Hospital. Starting 
there in 1937 as a medi- 
cal secretary, Hallie later 
spent about five years as 
supervisor of the medical 
record and stenographic 
department before being 
promoted to her present 
position, which for a time 
combined personnel work 
with other duties. 

‘ It was in 1951 that her 
dreams of acquiring pro- 
fessional status were for- 
mulated, when she joined 
the State Association and 
the American Association 
of Medical Record Librarians. In 1954, Hallie 
successfully wrote the national registry examina- 
tion and received the coveted title of R.R.L. Inas- 
much as this examination is based on general 
hospital methods, and state hospitals do not keep 
medical records the same as general hospitals do, 
extra effort and additional training became neces- 
sary. Hallie attended summer school at the College 
of St. Scholastica in Duluth, Minnesota, in 1953, 
then took a three months’ leave of absence during 
1954 to work and study at Duluth’s St. Mary’s 
Hospital. 

If 1951 was a good year for Hallie’s personal 
goals, it was also a good year for the Saginaw 
County and the Michigan State Medical Assistants 
Society; for it was then that she joined the ranks 
of MSMAS. Starting as a board member of the 
Saginaw County Chapter, she became President 
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Hallie?Cummins, R.R.L. 
President, Michigan State Medical Assistants Society 





for 1953-54. In the state organization, she began 
as chairman of the Nominating Committee jn 
1952-53. A year later she became Corresponding 
Secretary, then President-elect. 

Last November, Hallie was one who represented 
MSMAS at the organizational meeting for the 
American Association of Medical Assistants in 
Kansas City, Kansas. She 
has been asked to act as 
historian of this group, 
and she takes great pride 
in Michigan’s contribu- 
tion to this budding na- 
tional association. 

In her native Caro, 
Hallie is a charter mem- 
ber of the Business and 
Professional Women’s As- 
sociation, 

She was born in Caro 
and attended school there. 
Her hopes of becoming a 
physical’ education _ in- 
structor were cut short by 
the death of her father 
while she was in high 
school. Although Hallie 
never taught school, she was graduated from Tus- 
cola County Normal (a school for rural teachers) 
and completed an extension course in teaching. 
After studying a secretarial course at business col- 
lege, she worked at various clerical jobs. She 
started her career with the State in 1930 at Lapeer 
Home and Training School. 

Hallie lives with her mother and two sisters at 
the family home. Her interests are many. Al- 
though she doesn’t have much time for it now, she 
is an ardent sportswoman. She loves to play at 
tennis, golf and bowling. Hallie served several 
years as team captain and president of the Caro 
Hospital bowling league, but modestly claims she's 
just an average bowler (“a southpaw is not usu- 
ally a winner’). 

She loves to knit, travel and garden, her favorite 
crops being roses, chrysanthemums and—of all 
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MICHIGAN MEDICAL SERVICE 


things—-corn! Hallie has become a photography 
enthusiast and, sandwiched in among many hours 
of letter writing, planning and committee meet- 
ings, she is taking an evening course in photo- 
graphy in the local adult education program. 

With so many accomplishments, one would 
expect a paragon of efficiency. 

Well, Hallie is efficient, but it isn’t the hustle- 
bustle variety. It’s a calm, orderly kind that one 
isn’t aware of, until all of a sudden the realiza- 
tion comes that things are done. It is said that 
the test of a good leader is to delegate and relegate 
authority. Hallie goes a step further; she relin- 
quishes the limelight, too. Her modesty stems from 


introspection, because “one can’t live with two 
sisters without being well aware of one’s faults.” 

Perhaps this is why Hallie is able to give and 
take counsel with equal grace. 

One of her nicest talents is her ability to make 
and keep friends... And one of her most pre- 
cious possessions is her ready tact, the kind that 
could only come from an inborn consideration for 
others. 

A distinguished lady is the MSMAS President, 
with her silvery-blond hair, fresh pink complexion 
and generous, friendly smile. Michigan’s medical 
assistants are fortunate to have Hallie Cummins as 
their leader, and thankful for her many talents. 

—Doris E. Jarrap 





MICHIGAN MEDICAL SERVICE 
(Continued from Page 718) 


Blue Shield should not be sold to persons with 
$10,000, $20,000 or even higher incomes, or that 
families with $5,000 income should not be sold 
a $2,500 income limit contract. Neither the fact 
that a patient has Blue Shield nor the type of 
contract he carries hamstrings the physician in 
any way, since he then bills the patient for the 
difference between the Blue Shield fee and the 
amount he would usually charge a patient in that 
income bracket. The important point is that the 
participating physician agrees to accept the Blue 
Shield fee as payment in full for a particular serv- 
ice only when the patient-subscriber’s family in- 
come has not averaged more than the income 
limit specified in his contract. The choice of a 


$2,000-$2,500 or a $3,750-$5,000 income limit 
contract, one must remember, is optional with the 
subscriber, no matter what his income is. 

The problems of distribution and cost of medi- 
cal care are as much the doctor’s business as 
medical care itself, and as much his business today 
as we considered them to be when Michigan 
Medical Service was founded. No one asks that 
he become an economic expert, but it is within 
the realm of reason that he be expected to main- 
tain more than minimal awareness of changing 
economic conditions. Without sufficient aware- 
ness, crucial medico-economic problems will re- 
main enigmas to him and will harass practice and 
hamper progress. 


MEDICINE IN A DEMOCRACY 


The democracy of America has produced the 

best doctor-care the world has ever known, And 
Blue Shield has made that doctor-care available 
to all self-reliant citizens in an American way of 
nonprofit insurance. 
_ An alien system of “compulsory” insurance with 
its burden of political job holders is not needed in 
a nation where more than half the citizens have 
provided themselves with insured protection 
against the costs of unexpected need for doctor- 
care. 

In this American way each citizen has the right 
to the physician of his choice—free choice of doc- 
tor it is called. Along with this principle is a 
plan of “allowances” to compensate the doctor 


June, 1956 


according to the service which he renders. This 
schedule has been developed by members of the 
profession, and it corresponds with fees commonly 
charged for like service to patients of like standard 
of living. In most localities the majority of physi- 
cians accept these “allowances” as full payment 
from patients having an annual income within the 
lower brackets. 

No patient in America goes without needed care 
by a doctor because he lacks funds with which to 
pay for the service. This is a traditional obligation 
which all good doctors honor. There is a growing 
social consciousness which has led many communi- 
ties to accept the financial costs of care of the poor 
as a community obligation.—F. E. E. in New York 
State Journal of Medicine, March 1, 1956. 
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X-RAY SCREENING PLANNED FOR 
SAGINAW VALLEY MIGRANTS 


An intensive program of x-ray screening of migrant 
laborers in the Saginaw Valley area will get under way 
late in June and continue through the first two weeks 
in July. Tests will be made available to some 3,000 
Spanish speaking workers, 

This year assistance is being given by the Catholic 
Diocese of Saginaw and by industry and crops people 
of the area. The screening will take place in the coun- 
ties of Saginaw, Huron, Tuscola, and Sanilac. 

Because of the very active interest being shown by 
all groups concerned, it is expected that the program 
will afford a much more adequate survey of tuberculosis 
among migrant laborers than has been possible in the 
area in the past. 


CERVICAL CARCINOMA SCREENING 
IN ST. JOSEPH COUNTY 


A cervical carcinoma screening project in St. Joseph 
County began on May 1. The project is jointly spon- 
sored by the county medical society, the local cancer 
society, the local health department, and the Michigan 
Department of Health. Following an intensive publicity 
campaign, women are urged to see their family physi- 
cian for a cancer screening test. The patient pays the 
physician’s regular examination fee and physical in- 
spection is done for the purpose of detecting the pos- 
sible presence of oral cancer, cancer of the breast and 
skin cancer. A pelvic examination is also made and a 
Papanicolaou test is done by a pathologist. The cost 
of the examination of the Papanicolaou smear is paid 
by the Michigan Department of Health. When biopsies 
are done, the cost is paid either by the patient or by 
the local cancer society. Following reports by the physi- 
cian to the local health department, a statistical evalua- 
tion is made by the Michigan Department of Health. 

This is a follow-up to a previous Papanicolaou screen- 
ing survey made in St. Joseph County in December, 
1954. The physicians make a specific effort to explain 
to the patients the object of the screening, the advantages 
and limitations, so that they are not given a false sense 
of security. 


ABOUT LAST YEAR’S POLIO 


Review of Michigan’s poliomyelitis record in 1955 
shows some interesting facts. 

A total of 1,177 cases of polio were reported in the 
state in 1955. Of this number, 383 (32 per cent) were 
reported as paralytic and 794 (68 per cent) as non- 
paralytic. In previous years, the number of paralytic 
cases has just about equalled the number reported as 
non-paralytic. 

The year 1955 had the distinction of being the first 
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Albert E. Heustis, M.D., Commissioner 






year since 1951 that polio cases have been under 2,000, 
In 1951, there were 1,463 cases reported. The highest 
year still is 1952, when 3,912 cases were reported. 

An earlier peak incidence characterized 1955. The 
high week in that year was the thirty-second week, which 
was the second week in August. Usually, the peak week 
in Michigan is the last week in August or the first week 
in September. 

The year 1955 also, of course, was signalized by being 
the first year of extensive use of vaccine. Analysis of 
data indicates that the vaccine afforded about 80 per 
cent protection against paralytic polio which is in the 
range of the 1954 field trial results. 

The most marked drop in paralytic polio was among 
seven-year-olds, who had more nearly complete cover- 
age in the immunization clinics in the spring of 1955. 
The clinics were set up for children in grades one and 
two. 

The highest incidence of polio was at age six with a 
total of seventy-eight cases reported. Of these cases, 
twenty-five were paralytic and fifty-three non-paralytic. 


VACCINE NOT AVAILABLE FOR 
THIRD DOSES 


In accordance with the recent recommendation by 
the Public Health Service that poliomyelitis vaccine cur- 
rently available be used only to give first and second 
doses, Rule 8 of the Rules and Administrative Policies 
Governing the Distribution and Use of Poliomyelitis Vac- 
cine, as originally directed by Act 231, P.A. 1955, has 
been amended to read as follows: 


Rule 8. Vaccine will be used only to give first and 
second doses to persons within the designated priority 
age groups. The person’s age at the time of the first 
injection shall be the deciding factor. 

The rule, as amended, was signed by the Governor 
and given immediate effect, April 12, 1956. Under this 
new wording, poliomyelitis vaccine cannot be released 
for third doses, nor can any vaccine already released 
be used for third doses. 


Rule 10. Priority groups presently eligible for vac- 
cine are the one through fourteen-year-old children and 
pregnant women. 


GERMAN MEASLES HIGH IN STATE 


Michigan is experiencing a major epidemic of German 
measles. From January 1 to April 30, reported cases 
reached 4,232 highest first four-month-total for the past 
ten years. For the same interval last year, 592 cases were 
reported and the total for the entire year 1955 was 1,318. 

Concern in the present epidemic is centered upon 
what it may mean in number of congenital abnormali- 
ties among next year’s births. 
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IMPORTANT RESEARCH CONTRIBUTION 


Searle Introduces: 


A Practical New Steroid 
for Protein Anabolism 





— 


Nilevar® —— 


Nilevar is indicated in the vast 
area of surgical, traumatic and 
disease states in which protein 
PROTEOGENIC EFFECTIVENESS +» The newest Searle Research anabolism is desirable for has- 


development, Nilevar, exerts a potent force in protein anabo- tening recovery. The spetific 
indications are: 





(BRAND OF NORETHANDROLONE) 


lism. Yet it is without appreciable androgenic effect (approxi- 


mately one-sixteenth of that exerted by the androgens). : : 
1. Preparation for elective sur- 


Investigations with Nilevar show that nitrogen, potassium an 


and phosphorus are retained in ratios indicating protein anab- 
olism. Nilevar is thus the first steroid which is primarily ana- 2. Recovery from surgery. 


bolic and which provides a practical means of meeting the 3. Recovery from illness: pnev- 


numerous demands for protein synthesis. monia, poliomyelitis and the 


like. 
NILEVAR IS ORALLY EFFECTIVE + Clinical response to Nilevar 
is characterized not only by protein anabolism but also by an 4. Recovery from severe 
increase in appetite and an improved sense of well-being. trauma or burns. 


5. Nutritional care in wasting 


SAFETY AND PRECAUTIONS ~ Nilevar has' an extremely low : . 
diseases such as carcinoma- 


toxicity. Laboratory animals fail to show toxic effects after 


: , a , . tosis and tuberculosis. 
six months of continuous administration of high dosages. : 
Nilevar should not be administered to patients with prostatic 6. Domiciliary care of decubi- 
carcinoma. Nausea or edema may be encountered infrequently. __ tus ulcers. 


DOSAGE + The daily adult dose is three to five Nilevar tablets 
(30 to 50 mg.) but up to 100 mg. may be administered. For 
children the daily dose is 1 to 1.5 mg. per kilogram of body 
weight. Individual dosages depend on need and response to 
therapy. Nilevar is available in 10 mg. tablets. G. D. Searle & _ 
Co., Research in the Service of Medicine. a  . 24 


7. Care of premature infants. _ 





*Trademark of G. D. Searle & Co. 
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MICHIGAN AUTHORS 


Manuel Rodriguez-Gomez, M.D., Antonio Valdes- 
Rodriguez, M.D., and Arthur L. Drew, M.D., Ann 
Arbor, are the authors of an article entitled “Effect of 
Zoxazolamine (Flexin) in Treatment of Spasticity,” 
published in The Journal of the American Medical Asso- 
ciation, March 3, 1956. 

Martin J. Urist, M.D., South Haven, is the author 
of an article entitled “Esotropia With Bilateral Depres- 
sion in Adduction,” published in the American Medical 
Association Archives of Ophthalmology, April, 1956. 

Raymond W. Waggoner, M.D., and Ralph D. Rab- 
inovitch, M.D., Ann Arbor, are the authors of an article 
presented at the dedication of the new Children’s Psy- 
chiatric Unit of the University of Michigan Medical 
Center, Ann Arbor, February 11, 1956, which was pub- 
lished in the University of Michigan Medical Bulletin, 
March, 1956. The title is “The University of Michigan 
Plan for the Residential Treatment of Disturbed Chil- 
dren.” 

John B. Stetson, M.D., Ann Arbor, is the author of 
an article entitled “The Use of Lidocaine (Xylocaine 
Viscous 2 Per Cent) for Surface Analgesia,’ published 
in the American Practitioner and Digest of Treatment, 
April, 1956. 

J. S. DeTar, M.D., Milan, is the author of an 
editorial, entitled ‘Renaissance of the Generalist,” pub- 
lished in Current Medical Digest, March, 1956. 

Robert H. Puite, M.D., and Henry Tesluk, M.D., 
Detroit, are the authors of an article entitled ‘““Whipple’s 
Disease,” published in the American Journal of Medi- 
cine, and condensed in the American Practitioner and 
Digest of Treatment, March, 1956. 

D. W. McLean, M.D., L. W. Hull, M.D., and T. C. 
Arminski, M.D., Detroit, are the authors of an article 
entitled “The Formation of a Functional Artificial 
Bladder in the Human Male,” published in AMA 
Archives of Surgery, March, 1956. 

Josef R. Smith, M.D., and S. W. Hoobler, M.D., Ann 
Arbor, are the authors of an article, entitled “Clinical 
Evaluation of Chlorisondamine in the Prolonged Treat- 
ment of Hypertension,” published in the University of 
Michigan Medical Bulletin, February, 1956. 

Gerard Seltzer, M.D., Ann Arbor, is the author of 
an article, entitled “Kidney Biopsy: Technique and 
Purpose,” published in the University of Michigan Medi- 
cal Bulletin, February, 1956. 

Halvor N. Christensen, Ph.D., Ann Arbor, is the 
author of an article entitled “Some Aspects of Parenteral 
Amino Acid Nutrition,” published in the University, of 
Michigan Medical Bulletin, February, 1956. 

Reuben L. Kahn, D.Sc., Irving M. Blatt, M.D., and 
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Sun Hyoo Kim, D.V.M., are the authors of an article 
entitled “Studies on Tissue Reactions in Immunity,” 
published in the University of Michigan Medical Bulle. 
tin, February, 1956. 

Clifford J. Barborka, M.D., E. Clinton Texter, Jr,, 
M.D., R. Burns Lewis, M.D., Walter W. Carroll, M.D., 
Chicago, and Robert J. Bolt, M.D., Ann Arbor, are the 
authors of an article, entitled “Panel Discussion on 
Peptic Ulcer,’ published in The American Journal of 
Gastroenterology, March, 1956. 

A. Ray Hufford, M.D., Grand Rapids, is the author 
of an article, entitled ““The Gastroscopist’s Adaptation to 
Esophagoscopy,” read before the meeting of the Ameri- 
can Gastroscopic Society, Atlantic City, June, 1955, and 
published in the American Journal of Gastroenterology, 
March, 1956. 

W. A. Gilpin, M.D., Detroit, is the author of an 
article, entitled ‘“Treatment of Rheumatoid Arthritis and 
Osteoarthritis with Succinate-Salicylate,” published in 
THE JournaL of the Michigan State Medical Society, 
December, 1955, a condensation of which appears in 
The Journal of the American Medical Association, April 
7, 1956. 


John M. Witney, M.D., Battle Creek, is the author 
of an article, entitled “National Medical Civil Defense 
Planning and Requirements,” published in The Journal 
of the American Medical Association, April 7, 1956. 

John Woodworth Henderson, M.D., Ann Arbor, is 
the author of several sections of a “Symposium: Diseases 
of the Optic Nerve,” published in the Transactions of the 
American Academy of Ophthalmology and Otolaryn- 
gology, January-February, 1956. The titles of his sec- 
tions are (1) Anatomy and Physiology; Symptoms and 
Signs, (2) Spread ef Inflammation from Adjacent Struc- 
tures, (3) Disease Secondary to Systemic Infection, (4) 
Generalized Noninfectious Diseases. 

John W. Ditzler, M.D., Detroit, is the author of an 
article, entitled “Induced Hypotension,” published in the 
Henry Ford Hospital Medical Bulletin, March, 1956. 

James Barron, M.D., Detroit, is the author of an 
article, entitled “Preparation of Natural Foods For Tube 
Feeding,” published in the Henry Ford Hospital Medical 
Bulletin, March, 1956. 

Charles Long II, M.D., Detroit, is the author of an 
article, entitled “Myofascial Pain Syndromes—Part II,” 
published in the Henry Ford Hospital Medical Bulletin, 
March, 1956. 

Leo J. Kenny, M.D., and Carlos Mota, M.D., De- 
troit, are the authors of an article, entitled ‘“Scalene 
Lymph Node Biopsy,” published in the Henry Ford 
Hospital Medical Bulletin, March, 1956. 

(Continued on Page 734) 
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ORN’’ never leaves your office 


author 


defense . , 
a A Viso-Cardiette owner finds that service — in many forms — is 


56. : always present. It’s just as if a Sanborn man were always standing by, 
ready to help him get the greatest usefulness from his Viso-Cardiette. 


bor, 1S 
Here are the ways Sanborn serves you: 


3 
Jiseases 


of the 


olarye- Sanborn Branch Office men, centrally located throughout 


the country, have a direct responsibility towards your complete 
1S SEC- - and continuing satisfaction with the Viso. They have special 
ns and ' : abilities, and complete stocks of supplies, accessories and 
Struc- ~ instruments are quickly available. 


(4) , \ Viso designers at the home office also may be consulted 


n . . . 
at any time on the technical aspects of special problems. 


? 
The popular, bi-monthly ‘“Technical Bulletin’’ has been 
sent free-of-charge to owners for the past 35 years. It gives 
in the : : Se de you and your technician helpful, current information on ECG 
56. ”. ; - : and BMR testing techniques... typical questions and 
ce answers based on fellow-users’ experience . . . facts about new 

of an Sanborn equipment and accessories. 


r Tube i A fourth way Sanborn serves you is through advanced 
A edical oe instruction available as correspondence courses at small cost. 
” The thousands who have completed these courses, together 

with those currently enrolled, attest to their value and 


igh O FR N acceptance. 


ulletin, A N Y Your local Sanborn Representative will be glad to tell you in detail 
about any of these regular services . .. that ‘‘never leave your 

).. De- assachusetts office’? when you’re a Sanborn owner. 

*) 


of an 


Scalene 
feed Detroit Branch Office 
1408 David Broderick Tower, Woodward 3-1283 
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over A()...for screening 


under A()...for comparison 


BURDICK EK-2 Direct-Recording 
ELECTROCARDIOGRAPH 


More and more progressive physicians are 
accepting the routine use of cardiography 
as necessary to a thorough medical exami- 
nation. 


This acceptance is emphasized in two 
answers to a question in the Queries and 
Minor Notes department of the Journal of 
the American Medical Association: 


“Routine electrocardiograms for screening 
purposes may be applied to the greatest 
advantage in patients over age 40” accord- 
ing to one authority.* 

A second answer to the same question 
states, “It would be a good thing if every 
person had an electrocardiogram taken in 
young adult life before any heart trouble 
develops, particularly for future use to 
compare with records taken later when 
heart trouble may be suspected”.* 

The BURDICK EK-2 Direct-Recording 
Electrocardiograph offers swift, precise, 
automatic performance for speed and ease 
of operation to help the physician meet 
today’s high standards of professional care. 


See your Burdick dealer for a demonstration, 
or write us for information. 











THE BURDICK CORPORATION Milton, Wisconsin 


*Queries and Minor Notes: J.A.M.A. 151:13 
(March 28) 1953. 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Michigan 








734 


Say you saw it in the Journal of the Michigan State Medical Society 


(Continued from page 732) 


Lewis Cohen, M.D., presented a paper entitled “Digi. 
tal Plethysmography—Its Diagnostic Value in ihe Re- 
habilitation of Patients Having Peripheral Arterial Dis. 
ease” on April 7, 1956, at the Regional meeting of the 
American Federation of Clinical Research held at Eloise 
and at the staff meeting of Alexander Blain Hospital, 
Detroit, on February 2, 1956. 


* 





* 





* 


The Michigan Pathological Society has announced the 
establishment of the Carl V. Weller Lectureship in 
recognition of the enormous contributions made by Doc- 
tor Weller in the fields of pathology and clinical patho- 
logy. The first lecturer will be Howard T. Karsner, 
M.D., medical advisor to the Navy, Washington, D. C., 
and will be presented in Ann Arbor, December 8, 1956. 


* * 





* 





More than 100 ophthalmologists from the midwest 
and central Canada attended the Ophthalmology Con- 
ference held at The University Hospital, Ann Arbor, 
April 23-25. One of the most important conferences 
of its kind in the United States, it is conducted annually 
by the University’s Department of Postgraduate Medi- 
cine. 

Guest lecturers at the meeting included Dr. John §. 
McCavic, professor of clinical ophthalmology at the 
University of Pennsylvania Graduate School of Medicine 
and chief pathologist at Philadelphia’s Wills Eye Hos- 
pital; Dr. Irving H. Leopold, chairman of the Univer- 
sity of Pennsylvania Graduate Medical School ophthal- 
mology department, Dr. H. L. Ormsby of the Univer- 
sity of Toronto Medical School, and Dr. Albert M. 
Lemoyne, chairman of the University of Kansas ophthal- 
mology department. 

The conference was under the direction of Dr. F. 
Bruce Fralick, chairman of the University’s Ophthal- 
mology Department. 

* na 7 


Dr. Francis C. Wood, Professor at University of 
Pennsylvania medical school, told doctors at the Ameri- 
can Academy of General Practice that methods of paying 
for medical care are going to change, and doctors “can’t 
block it.” He said, “Decision as to what is going to be 
done will be made by the public.” He proposed that 
doctors stop opposing new medical payment plans and 
concentrate on preserving “private enterprise in the 
practice of medicine” and on opposing national political 
control. Because medical care costs are rising, Dr. Wood 
proposed that the medical profession take the position 
that “the public deserves to have insurance against 
catastrophic illness. . The public deserves defense 
against a doctor who charges exorbitant fees.—United 


Press. 
* * * 


The World Medical Association’s Tenth General As 
sembly will be held in Havana, Cuba, on October 10, 
1956—the first Assembly of WMA to be held in Latin 
America. For program and information, write L. H. 
Bauer, M.D., Secretary General, 345 East 46th Street, 
New York 17. 

(Continued on Page 736) 
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NEWS MEDICAL 


(Continued from page 734) 

The American Medical Association will again ¢o. 
operate with Ciba Pharmaceutical Products, Inc., next 
fall in a series of half-hour television programs. Arrange. 
ments have been completed for presentation of the popu- 
lar “Medical Horizons’ feature at 4:30 P.M.., E.D.T,, 
each Sunday over the American Broadcasting Company 
network, beginning Sunday, September 9, 1956. 

“Medical Horizons’”’ will originate live from hospitals, 
medical schools and research institutions throughout the 
country. 

The new series will be seen on eighty-five stations, as 

EVERY WOMAN compared with forty-two stations which carried last 
| year’s programs. Don Goddard, veteran newscaster, will 
return as narrator, 
* * * 


WHO SUFFERS 
Fluoridation of the public drinking water is the most 
effective method of avoiding dental caries in children, 


said Philip Jay, D.D.S., speaking at a Public Health 
IN THE ieee & Be 
Conference in Ann Arbor, May 1, 1956, and reporting 
from a dental caries research in the Dental Department. 
“It is not quite correct to call our water ‘artificially’ 


MENOPAUSE | fluoridated,” he stated, “‘because practically all water in 


Michigan has fluoride in it. Fluoridation is the process 
employed to bring the amount of natural fluoride in the 


| water to its most effective level—one part per million.” 
DESERVES 


For those opponents of fluoridation who claim that the 
Grand Rapids study has produced no evidence of the 


(Continued on Page 738) 


“PREMARIN: 


widely used “4. WHEN CONTINUOUS 
natural, oral DIURESIS IS MANDATORY TO 
estrogen CONTROL HEART FAILURE, 
NEOHYDRIN 
BECOMES THE SUPERIOR 
[ORAL] AGENT, SINCE THIS 
COMPOUND CONTINUES TO 


PRODUCE DIURESIS WHEN 


AYERST LABORATORIES | ADMINISTERED DAILY”* 
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*Moyer, J. H., and Hughes, W. M.: 
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e Licensed by State of Michigan, Dept. of Mental Health 


ST. JOSEPHS RETREAT 


e Registered by American Medica! Association 


Under direction of 
Daughters of Charity 
of St. Vincent de Paul 


Newly reorganized and mod- 
ernized for individualized care 
and treatment of the nervous 
and mentally ill and alcoholic. 


Martin H. Hoffmann, M. D. 
Medical Superintendent 


23200 Michigan 
DEARBORN « near Detroit 
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IF YOUR PATIENT WANTS TO DRINK 


THAT'S HIS BUSINESS 
IF HE WANTS TO QUIT that’s our BUSINESS 


BRIGHTON HOSPITAL, now in opera- 
tion for over 2 years, wishes to thank the 
physicians of Michigan and Ontario for the 
good reception and the confidence given to 
us. 


We know that today’s physician recognizes 
the many-sided nature of the disease—A\l- 
coholism. Beyond the physical, which re- 
quires expert treatment in itself, the alco- 
holic’s physician is plagued, we know, with 
the equally vital aspects, which make de- 
mands on his time and attention, of the 
emotional, spiritual and mental sickness he 
notes in his patient. 

We believe that Brighton Hospital offers the 
answer. Physicians can now send their alco- 
holic patients to Brighton with the certain 
assurance that they will find expert medical 


and nursing attention AND that, if they so 
desire, patients will be thoroughly indoctrin- 
ated with the program of Alcoholics Anony- 
mous. 

BRIGHTON HOSPITAL is NOT interest- 
ed in the patient who merely wishes to be 
dried out in order to resume drinking. We 
ARE interested in those patients who really, 
fervently, seek complete rehabilitation and a 
way of life FREED from alcohol. 


BRIGHTON HOSPITAL is owned and 
operated by MICHIGAN ALCOHOLIC 
REHABILITATION FOUNDATION, a 
non-profit organization devoted to the best 
possible hospitalization of the alcoholic who 
seeks to stop drinking. 


DOCTORS, we are here to serve you. We 
are here to serve your patients. 


BRIGHTON HOSPITAL 


12851 East Grand River Avenue 





Brighton, Michigan 


Phone: Brighton Academy 7-1211 
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(Continued from page 736) 
dental benefits of fluoride, Dr. Jay pointed out that 
children born in that city since 1945, when fluoridation 
was introduced, have an average of 60 to 70 per cent 
less dental caries than children in surrounding communi. 
ties which have no fluoride in their water. Grand Rapids 
children born in 1950 have 83 per cent less caries, and 
| children who were six years old when the study began 
| have 26 per cent less caries. 





The most effective age range for fluoride to be bene. 
ficial is one through ten. 

Fluoride has little, if any, effect on dental caries 
incidence in adults. “It has absolutely no harmful 
effects on adults, either,” stated Dr. Jay. “The fluoride 
added to water supplies to bring the level up to one 
part per million is no different in composition than that 
naturally in the water which people have been drinking 
for years in many communities, without even being 


aware of it.” 
¥* 





* * 





The World Medical Association will hold the open- 
| ing plenary session of its tenth General Assembly in 
| Havana, Cuba, on October 10, 1956, which is Cuban 

Independence Day. This is the first time that an Assem- 

bly has been held in Latin America. The only other 
| meeting held in the Western Hemisphere was the 1950 
| Assembly in New York City. 

The 1956 Assembly will begin with a day of registra- 
tion on October 9, and sessions will continue through 
October 14. October 15 will be devoted to an excursion 
to Veradero Beach. 

On October 8 and 9, the Latin American doctors will 
meet jointly with representatives of the World Medical 
Association and the International Hospital Association 
to consider ways and means of improving the hospital 
standards in Latin America. 

The morning session of the Assembly on October 11 
will be devoted to consideration of problems of medical 
publications in Latin America, and the scientific session 
will be devoted to two main subjects—cardiology and 


nutrition. 
* * —_ 


| The Navy is reported to be asking the Defense De- 
| partment for approval to requisition Selective Service 
for 200 physicians, its first medical draft call since shortly 
after the end of fighting in Korea. The medical profes- 
sion had hoped to have the special doctors’ draft abo- 
lished, except during actual war conditions. No other 
large group of citizens has a special draft, and extending 


| far into adult life. 
| * * * 
| 





The Radiologist is a new medical magazine published 
by the American College of Radiology. The first numbet 
is twelve pages, with a heavy paper cover, beautifully 
printed and profusely illustrated, in two colors. It 
promises to keep its members informed of their specialty 
and its place in the whole field of medicine, including 
medical ethics and economics as related to radiology. 
It is intended to be available for the reception rooms In 
hospitals and private offices. It is indeed attractive. 





(Continued on page 740) 
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H. G. Fischer & Co. ULTRASONIC Generator 


Manufactured Solely in Franklin Park, Ill. 


1. Federal Communications Commission Type 
Approval U-106 


Underwriters’ Laboratories Approval 
Light Weight 
One Control Operation 


ef PSP 


Easy-to-Read Meter Accurately Shows 
Amount of Ultrasound the Patient is Re- 
ceiving 

6. Extra Large Active Crystal Surface of 10 
Square Centimeters 





7. Output of 3 Watts per Square Centimeter— 
30 ‘Watts Total 


8. Accurate Treatment Timer 
9. Highly Efficient Oscillating Circuit 


M. C. HUNT | 10. Accurate Calibration 


14001 Fenkel, Detroit 27, Michigan 11. Beautiful Chrome-Plated Cabinet 
ae Seay Soe 12. Operates from the Usual Office Wall Outlet 
Distributor for of 110 Volts, 50-60 Cycles 
H. G. FISCHER & CO. 13. Very Reasonably Priced 





Doctor: 


Your earning power is your most valuable asset 


Insure against loss of income through the Michigan State Medical So- 
cietys comprehensive group accident and sickness insurance plan— 


This is the worthy disability program approved by your State Society. 
The Provident’s personal representative (for Michigan exclusively) will 
contact you at the invitation of the Michigan State Medical Society. 


DETROIT BRANCH OFFICE 
639 Book Tower 
Detroit 26, Michigan 


PROVIDENT LIFE and ACCIDENT INSURANCE COMPANY 


Chattanooga, Tennessee 
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WE CORDIALLY INVITE YOUR INQUIRY 
for application for membership which affords pro- 
tection against loss of income from accident and 
sickness as well as benefits for hospital expenses for 
you and all your eligible dependents. 





SINCE 
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(Continued from page 738) 
* * # 

The Detroiter, a weekly publication of the Detroit 
Board of Commerce, published on the front page of 
the April 16 issue an article by Milton A. Darling, MD. 
President of the Wayne County Medical Society. A sie: 
ture of the projected new building, on Wayne University 
Medical Campus, to house the Wayne County Medical 
Society, was included. A fund-raising campaign js jp 
progress. 









* * * 











Draft deferment has been granted 900 young physi. 
cians, enabling them to begin—or, in some cases, to 
| continue—residency training beginning this July. The 
| Defense Department has not publicized its intention to 
| increase the quota by 80 per cent but it is a fact, never. 
| theless. A significant point is that Defense raised the 
| quota without concurrence of Health Resources Advisory 
| (Rusk) Committee, which opposes this program because 

it means that many more Priority III physicians (non- 
veterans) in older age groups will be required as replace- 
ments. 

Also without Rusk Committee approval, Defense is 
making plans to give residency deferment to 1,000 mem- 
bers of the 1956 graduating classes upon completion of 
their internships in July, 1957. 

Motivating the Pentagon in these bold moves were: 
(1) necessity of stockpiling as many prospective special- 
ists as possible against the day (only fifteen months 
distant) when there will be no doctor-draft law to fall 
back on; (2) green light given by House Armed Services 
Committee to take appropriate action, whether or not 
Rusk Committee gives its assent. 

During the fiscal year beginning July 1, 1957, armed 
forces will require upward of 4,600 medical replace- 
ments. While substantial numbers will come from the 
group completing internships this summer, it is evident 
that many hundreds will be drawn from the ranks of 
established physicians in their forties. 


* * * 


Medical bill payments were the subject of a resolu- 
tion adopted recently by Chief Stewards Body of Local 7, 
UAW: “Be it resolved, that our Union urge its members 
to bring all doctor and hospital bills to the local Union 
and not to pay any overcharges unless they are approved 
by the Blue Cross-Blue Shield representatives.” 





* * 





* 
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Pan-American Association of Ophthalmologists.—Eye 
specialists from all the countries of the Western Hemis- 
phere will gather in New York City, April 7-10, 1957, 
at the Hotel Statler, for the Fourth Interim Congress of 
the Pan American Association of Ophthalmology, a¢- 
cording to an announcement by Brittain F. Payne, M.D., 
New York, President of the Association. The Congress 
will be held in conjunction with the annual meeting 
of the National Society for the Prevention of Blindness. 

Three official subjects, to be discussed by invited 
speakers, have been selected. These are: Diseases of the 
Ocular Fundus; Ophthalmic Surgery; and Therapeutics 
in Present-Day Ophthalmology. ‘Free’ papers on other 


(Continued on Page 742) 
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CUMERTILIN’ 


(Beand of Mercumatilin, Endo) 
Tablets 


@ effective oral diuretic with no sig- 
nificant gastrointestinal irritation! 


®@ Suitable for long-term mainte- 
nance therapy. 





@ eliminates need for injections in 





certain cases, lengthens interval 
between injections in others 













@ basically different in chemical 
structure, extending the therapeu- 
tic choice in organic mercurials 


DOSAGE: | to 3 tablets daily as required. 


SUPPLIED: As orange tablets, in bottles 
of 100 and 1000. Also available— 


CUMERTILIN Sodium Injection, 1- and 2-cc. 
ampuls, in boxes of 12, 25, and 100; and 
10-cc¢. vials, individually and in boxes 
of 10 and 100. 


1. Pollock, B. E., and Pruitt, F. W.: Am. J. M. 
Sc., 226:172, 1953. 
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(Continued from page 740) 


topics may be included in the program so far as time 
allows. John M. McLean, M.D., Professor of Clinical 
Surgery in Ophthalmology, Cornell Medical College 
New York, is chairman of the program committee. Those 
who wish to present papers are invited to communicate 
with Dr. McLean at The New York Hospital, 525 East 
68th Street, New York 21, N. Y. 

A cinema program relating to the three official sub. 
jects is being planned under the chairmanship of Wen. 
dell L. Hughes, M.D., Professional Building, Hempstead 
N. Y. Ophthalmologists who have suitable films should 
write to Dr. Hughes. There will also be a number of 
interesting exhibits. 

Conrad Berens, M.D., former President of the Associa. 
tion, and Algernon B. Reese, M.D., Chairman of the 
Fellowship Committee, both of New York, are serving as 
consultants on plans for the Congress. 

Moacyr E. Alvaro, M.D., Sao Paulo, Brazil, Past Presi. 
dent and Executive Director of the Association, is active 
in the preparations among Latin American ophthalmo- 
logists. He will head a large delegation of South Ameri- 
can eye specialists from various Southern countries. 

J. Wesley McKinney, M.D., Memphis, Tennessee, is 
Executive Secretary of the Association for countries 
North of Panama, and Jorge Balza, M.D., Buenos Aires, 
for those South of Panama. 

Dr. Payne advised that ophthalmologists planning to 
attend the Congress make their reservations with the 


Hotel Statler direct. 
+ * * 


The Committee on Cosmetics will sponsor a syn- 
posium at the 105th Annual Meeting of the American 
Medical Association in Chicago, June 11-15, 1956. The 
symposium will be held at 3:00 P.M., Wednesday, June 
13, in the Ballroom of the Knickerbocker Hotel. 

This is the first time in the history of the Association 
that a program has been specifically planned to inform 
the physician on the significance of cosmetics in medical 
practice. This symposium was prompted by the Com- 
mittee’s recognition of the increasing psychologic, phy- 
siologic and economic importance of a healthy attractive 
skin and the close relationship between these aspects and 


the use of cosmetics. 
7 * * 


Edward H. Leveroos, M.D., Director of the Council 
on Medical Education and Hospitals of the American 
Medical Association, speaking at The University o 
Michigan, April 19, 1956, stated that for a number ot 
years many hospitals have not been giving newly gradu- 
ated doctors who wished to enter general practice the 
attention they deserved. 

Specialist boards themselves have come to recognize 
the needs of those interested in general practice, and as 
a result of action taken at the American Medical Ass 
ciation meeting in February this group will take it upon 
themselves to look into situations where hospitals refuse 
to recognize general practitioners, or family physician 
for treatment of their own patients, and positions on the 
hospital staffs. 
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Complete change will take considerable time, Dr. Dublin, from 1948 to 1952, and has been practicing 
leveroos stated. He went on, “It is difficult for smaller general surgery. 
hospitals to carry out residency programs in both spe- Dr. Walker, who is a Royal Air Force veteran of 
dalties and general practice because of facilities, space, World War II, is interested in metabolic aspects of sur- 
and other limitations. All problems, however, are being gery, especially reconstructive surgery. He is investigat- 
worked on, and training of the general practitioner in ing chemotherapy in infection of the hand and hema- 
the residency years will improve in a few years to the toma of the rectus abdominis. Dr. Walker qualified for 
level of that in the specialties.” Fellowship in the Royal College of Surgeons (Edin.) 
in 1953 and the Royal College of Surgeons (Eng.) in 
Saale 1954. 

The awarding of three $3,000 scholarships for post- * * # 

graduate study in surgery during 1955-1956 has been an- 

nounced by the United States and Canadian Sections, Testifying on a bill for a new medical care program 
International College of Surgeons. The funds were made for public relief recipients, a representative of the AFL- 
available by the Women’s Auxiliary to the two sections. CIO has reiterated the joint organization’s support for a 
The recipients are: Dr. Thomas A. McLennan, surgi- program of national compulsory health insurance. The 
cal resident at the Bronson Methodist Hospital, Kala- witness, Nelson Cruikshank, head of the AFL-CIO de- 
mazoo, Mich.; Dr, Joseph A. Malejka of Cheam, Surrey, partment of social security, testified before the House 
England, now doing postgraduate work at the Bishop Ways and Means Committee on H.R. 9120. Instead of 
DeGoesbriand Hospital, Burlington, Vt., and Dr. Wil- the present system of medical care of public assistance 
lam F. Walker of Dundee, Scotland. recipients, this bill would provide an extra $3 per month 
Dr. McLennan received his medical degree from the of federal money for the care of each adult and $1.50 
University of Toronto Faculty of Medicine in 1950 and for each child. The money would be earmarked, and the 
“ved with the Canadian forces in Korea for six months states would have to match it dollar for dollar. 

a 1952. He plans to continue his postgraduate studies Mr. Cruikshank said the amounts were “pathetically 
in London. inadequate,” and that a better solution would be a sys- 
Dr. Malejka, who was born in Poland, was active in tem of national compulsory health insurance. He de- 
the Polish underground movement in 1941-1944. He fled clared: “Our labor organizations have long advocated a 
‘9 Germany in 1946 and as a displaced person continued government insurance program for prepaying the costs 
tis medical studies. He attended University College, of hospitalization and medical care on the same general 
June, 1956 743 
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Cook County Graduate School of Medicine 


INTENSIVE POSTGRADUATE COURSES 
STARTING DATES—SUMMER & FALL, 1956 


SURGERY—Surgical Technic, two weeks, July 23, 
August 6 
Surgical Anatomy and Clinical Surgery, two weeks, 
September 24 
Surgery of Colon and Rectum, one week, September 17 
General Surgery, two weeks, September 10 
Thoracic Surgery, one week, October 1 
Esophageal Surgery, one week, September 24 
Breast and Thyroid Surgery, one week, October 22 
is tae and Traumatic Surgery, two weeks, October 
1 
GYNECOLOGY AND 
OBSTETRICS — Obstetrics and Gynecology, three 
weeks, October 22 
— and Operative Gynecology, two weeks, Septem- 
er 17 
Vaginal Approach to Pelvic Surgery, one week, Sep- 
tember 10 
MEDICINE—Electrocardiography and Heart Disease, 
two-week basic course, July 9 
Internal Medicine, two weeks, September 24 
Gastroscopy and Gastroenterology, two weeks, Sep- 
tember 10 
Gastroenterology, two weeks, October 22 
Dermatology, two weeks, October 15 
sas 3 * plain X-ray, two weeks, Septem- 
er 17 
Clinical Uses of Radioisotopes, two weeks, October 8 
UROLOGY—Two-week Course, October 8 
Cystoscopy, ten days, by appointment 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 707 South Wood Street, 
Chicago 12, Illinois 
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approach followed in old-age and survivors insurance, 
Through regular contributions related to earnings, people 
would then be entitled to have their medical costs paid 
from the accumulated funds as a matter of right, withoy 
a means test. The AFL-CIO Convention endorsed bot}, 
a national health insurance system, as part of a broad 
health program, and hospitalization insurance for person; 
receiving OASI benefits.” 

While it is expected that the present doctor draft ac 
will be allowed to expire July 1, 1957, the Departmen 
of Defense contemplates asking for an amendment t 
the regular draft. The amendment would provide for q 
special registration of physicians and dentists, and their 
selective call up to age 35. The extent to which special 
calls would be made would depend on the growth of 


the regular medical corps. 
* * * 




















Bills of particular interest to the medical profession 
which passed both houses of the Michigan Legislature 
and have been signed, or await signature, by the Gover. 
nor include: 

HB 21—Establishes diagnostic centers under direction 
of Mental Health Commission; permits admittance of 
committed patients for 60 days; requires diagnosis of 
patient before final admittance to state institution by 
Probate Court. 

HB 126—Raises annual license fee for narcotic drugs 
to $2.00. 

HB 143—Extends state polio program to June 30, 
1957. 

HB 382—Transfers licensing of nursing homes from 
Social Welfare Commission to State Health Commi:- 
sioner; defines a nursing home; provides for establishing 
and enforcing minimum standards of maintenance and 
operation; creates an advisory committee to advise the 
Health Commissioner. 

SB 1015—Establishes complete new Veterinary Medi- 
cine Act. 

SB 1109—Increases Old Age Assistance to $80 per 
month and to $90 a month for hospitalization. 

SB 1310—Provides that county boards of supervisors, 
cities, villages, school districts or townships may appro- 
priate money for community mental health clinics (for 
merly child center and child guidance clinics). 

SB 1311—Provides that counties over 100,000 in 
population, in operating hospitals for the treatment of 
contagious and infectious diseases, may operate a Psy- 
chiatric ward for mentally disturbed patients, both indi- 
gent and non-indigent, approved by the State Depart 
ment of Mental Health. 

* * * 

The American Congress of Physical Medicine and 
Rehabilitation will hold its thirty-fourth annual scien 
tific and clinical session September 9-14, 1956, inclu- 
sive, at The Ambassador, Atlantic City, N. J. 

Scientific and clinical sessions will be given Septem 
ber 10, 11, 12, 13, and 14. All sessions will be open 
to members of the medical profession in good standing 
with the American Medical Association. 

In addition to the scientific sessions, annual instruc: 
tion seminars will be held. These lectures will be ope? 
to physicians as well as to therapists, who are registered 
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with the American Registry of Physical Therapists or 
the American Occupational Therapy Association. 

To stimulate interest in the field of physical medicine 
and rehabilitation, the Congress of Physical Medicine 
and Rehabilitation will award annually a prize for an 
esay on any subject relating to physical medicine and 
rehabilitation. The contest, while open to anyone, is 
primarily directed to medical students, interns, residents, 
graduate students in the pre-clinical sciences and gradu- 
ate students in physical medicine and rehabilitation. 

Full information may be obtained by writing to the 
executive secretary, Dorothea C, Augustin, American 
Congress of Physical Medicine and Rehabilitation, 30 
North Michigan Avenue, Chicago 2, Illinois. 

* * * 

Leroy A. (“Cap”) Potter, longtime friend of the 
medical profession as a valuable employee of the Michi- 
gan Department of Health, and an honorary member 
of the Michigan State Medical Society (elected Septem- 
ber 1952), died early in April at his residence in Lans- 
ing. 

Cap Potter’s zeal and devotion to duty long will be 
remembered by the officers and members of the Michi- 
gan State Medical Society and those who knew him 
and his accomplishments. 

* * * 

Diabetes is a chronic disease which develops when 
the body can’t utilize some of the food you eat, especial- 
ly sugars and starches. Many are diabetics without being 
aware of it. 


MEDICAL 


L. G. Christian, M.D., Lans- 
ing, was honored by the Ingham 
County Medical Society at its 
Clinic Day held May 3, in Lans- 
ing. A member of the Society 
for thirty-four years, Doctor Chris- 
tian received the Society’s Service 
Citation “for many years of out- 
standing service.” 

In presenting the Society’s scroll, 
Grover C. Penberthy, M.D., De- 
troit, credited Doctor Christian as 
being one of the pioneers responsible for establishment 
of the annual May Clinic twenty-eight years ago. 


L. G. Curistian, M.D. 


The citation read in part: “Doctor Christian has en- 
riched the practice of medicine in this community, and 
focused our attention on the significance of medical 
education in general hospitals.” 


Doctor Christian’s role in shaping general policies 
of both states and national medical societies was lauded. 


* * * 


The Tenth Annual Rocky Mountain Cancer Confer- 
ence will be held July 11-12 in Denver, Colorado. The 
program is sponsored by the Colorado State Medical 
Society and the Colorado Division of the American 
Cancer Society. For program and particulars write 
John S. Bouslog, M.D., Chairman, 835 Republic Build- 
ing, Denver. 2, Colorado. 
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Hospital 
Equipment 


Pharmaceuticals 


Office 
Equipment 


Physicians’ 
Supplies 


Trusses 
Surgical Garments 


Physiotherapy 
Machines 


Medical Arts Supply Company 


233 Washington S. E. Phone GL 9-8274 Grand Rapids 2, Mich. 


Medical Arts Pharmacy 


20-24 Sheldon S.E. Phone GL 9-8274 


Grand Rapids 2, Mich. 
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PATENTED WEDGE 
GIVES SUPPORT 

TO CENTER LINE 
OF BODY 
WEIGHT *« 









* Insole extension and wedge Jat inner corner of 
heel where support is most needed. 


@ The patented arch support construction is guaran- 
‘teed not to break down. 


® Innersoles guaranteed not to crack or collapse. 


® Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 


® Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 


®@ We are also the manufacturer of the Gear-Action 

Shoe designed by noted orthopedic surgeon. 

® We make more shoes for polio, club feet and dis- 
_ abled feet than any other shoe manufacturer. 


Send for free booklet, ‘‘The Preservation of the Function of the 
Foot Balancing and Synchronizing the Shoe with the Foot."’ 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
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Battle Creek Sanitarium 


90th Year of 


Continuous Service 


Ideal for Executives. Rest combined with med- 
ical supervision and a physical examination. 


Diagnostic and therapeutic service. Special De- 
partments in Physical Therapy including Hydro 
and Mechanotherapy, Electrotherapy, Helio- 
therapy, Radiotherapy and Massage. 


Well suited for treatment of metabolic disorders, 
hypertension, obesity, arthritis and degenerative 
diseases generally. All Sanitarium care is under 
the immediate guidance of qualified physicians. 


For rates and further information, 
address Box 40 


THE BATTLE CREEK SANITARIUM 
Battle Creek, Michigan 


Not affiliated with any other Sanitarium 
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William S. Jones, M.D., Me. 
nominee, President of the Michi. 
gan State Medical Society and , 
native of Georgia, aticnded the 
annual meeting of the Medical 
Association of Georgia in Atlanta 
on May 13-14-15-16. 

The House of Delegates of the 
Medical Association of Georgia 
conferred Honorary Membership 
upon Dr. Jones on this occasion, 

Congratulations, Dr. Jones, on 
this signal honor! 

* * & 


Ira G. Downer, M.D., Detroit, was honored by the 
Lapeer County Medical Society at its April 18 meeting 
in North Branch, the native city of Doctor Downer. 
Labelled as “the North Branch boy-who-made-good” on 
this occasion, Dr. Downer spoke to the Society on 
“Acute Appendicitis, History and Treatment of Compli- 
cations.” 

* * * 

John B. Barnwell, M.D., formerly of Ann Arbor, has 
been appointed Assistant Chief Medical Director for 
Research and Education in the Department of Medicine 
and Surgery of Veterans Administration, Washington, 
D. C. 

Congratulations, Dr. Barnwell! 

* * * 


Blue Cross-Blue Shield. During the past year, Blue 
Cross across the nation achieved an enrollment of 3; 
706,899 persons, according to report issued at the ar- 
nual Conference of Blue Cross Plans held in April. 

* * * 


1956 Michigan Clinical Institute Statistics: Among 
the specialties, general practice led with a registration 
of 466, followed by surgery with 219, medicine by 174, 
pediatrics by 48 and obstetrics and gynecology, 47. A 
total of 178 residents and interns were registered. Eighty- 
two doctors did not indicate a specialty. 

Populationwise, Detroit registered the greatest at 
tendance with a total of 628. Flint followed with 7), 
Lansing with 47, Ann Arbor with 46, Dearborn with 
36, Saginaw with 33, Pontiac with 25 and Grand 
Rapids with 24. Eighty Michigan communities sent two 
or more physicians to the 1956 Michigan Clinical In- 
stitute; one each came from eighty-four other Michigan 
communities. 

A total of ninety-three M.D.’s came from outside of 
Michigan, Canada leading with forty-five followed by 
Ohio with twenty-three. 

* * * 

Michigan Heart Association officers for the year 1956- 
57 are Earle A. Irvin, M.D., Detroit, President; M. 5 
Chambers, M.D., Flint, President Elect; F. D. Dodril, 
M.D., Detroit; L. Fernald Foster, M.D., Bay City; 
F. D. Johnson, M.D., Ann Arbor; and Frank N. Isbe 
Detroit, as Vice Presidents; Robert E. Fisher, MD. 
Battle Creek was chosen as Secretary; Alfred T. Wilson 
of Detroit was Treasurer. 

Secretary of Defense Charles E. Wilson, Washingt, 
D. C., was chosen as Honorary Chairman of the Boart: 


JMSMS 
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ent of 3, 
at the an- Hoover Commission Recommendations: Out of 314 Physicians’ Estates—The Hartford County (Con- 
ori. Hoover recommendations that would save $5,500,000,000 necticut) Medical Society recently studied 144 obituaries 
annually, 141 could go into effect by order of the of local doctors of medicine and probate court cases in- 
s: Among MM President of the United States or an executive agency volving their estates. They study revealed some startling 
egistrati ! facts, such as: 
eb Ih = * *# # One out of eight physicians who died between 1940 
zy, 47. A “Preventive Health Measures as Applied to the Ex- and 1953 was in debt at the time of death. 
d. Eighty- §% ecutive” was the subject of the program of an entire Of the 144 doctor estates studied, one out of three 
afternoon during the recent annual convention of the left net assets of less than $10,000. - 
eatest at: (M National Stationery and Office Equipment Association. Only one doctor in eight survived his wife! 
1 with 75,f% Three doctors of medicine told Association members The doctors aged forty to fifty died in a ratio of 2:1 
born with “how to keep business executives out of the cemetery.” in comparison with the general population, and in the 
nd Grand Congratulations NSOEA! sixty to seventy bracket, the doctors’ death rate was 
s sent two * * # 50 per cent higher than the insurance table. 
linical In- To acquaint several hundred prominent leaders in The two vulnerable age periods for medical men 
Michigan &% education. industry, politics, labor, religion, business, the were forty to fifty and sixty to seventy. 
press and other professions, with the vast amount of Heart diseases and cerebral hemorrhage were the 
outside o! @ scientific work in which the medical profession is con- chief causes of death. 
lowed by stantly engaged and with new developments in the field One out of three physicians left no will!!! 
of medicine, the American Medical Association has ex- ° wid =i 
tended invitations to several hundred prominent leaders The Michigan State Medical Assistants Society con- 
year 1956-—% ‘© view the AMA scientific and technical exhibits dur- vention will be held at the Detroit Leland Hotel, De- 
ont: M. Sf 198 its annual session in Chicago on June 11-15. troit, September 26-27, 1956. A complete copy of the 
D. Dodrill * * # program will be published in the official MSMS An- 
Bay City: The American Medical Directory has been complet- nual Session program. Some of the speakers announced 
© N, Isher, &4, copies having been shipped to subscribers in May. by MSMAS include: James D. Fryfogle, as De- 
her, M.D. The 1956 edition shows 218,061 physicians, a gain of troit, on “Facts and Figments of Heart Surgery : a. We 
T. Wilson HH 16,784 ove; 1950, when the last Directory was issued Bauer, M.D., Chicago, on “Stop Annoying Your Pa- 
~an averave yearly gain for the past six years of 2,797. tients’; Walter P. Anith, Detroit, (U. S. Bureau of 
V ashingto?, Michigan shows a gain of 963 physicians in the past Narcotics) on “Narcotic Regulations,” and Harold A. 
the Board. SX years, Wallace, St. Louis, Missouri (President, American Trade 
JMSMS & June, 195¢ 747 
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PROFESSIONAL PROTECTION 
EXCLUSIVELY 
SINCE 1899 





DETROIT Office: 
; George A. Triplett, Representative 
1009 Cadieux Rd., Grosse Pointe Park 


Richard K. Wind, Representative 
17370 Beechwood, Birmingham 





Telephone WO 3-2664 


a —— 


NEWS MEDICAL 





































































































Gg. All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 

Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with: rest rooms for 
Patients 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 
537 Millard St. 
Saginaw 
Phone. Dial 2-4100—2-4109 


The pathologist in direction is recognized 
by the Council on Medical Education 
and Hospitals of the A.M.A. 
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Association Executives), on “Making Yourself More 
Valuable.” 

MSMS members who authorize their assistants to ate 
tenel the MSMAS annual conventions are assured of 
additional enthusiasm and useful knowledge on the 


part of their office aides. 
* * * 





Mrs. William G. Mackersie, Detroit, Past President 
of the MSMS Woman’s Auxiliary, addressed the Michi. 
gan State Medical Assistants Society at its semi-annual 
Presidents’ Conference in Flint on April 15. Mr, 
Mackersie’s subject was “Parliamentary Procedures,” 
Another speaker was Carol Towner of Chicago, Director 
of Special Services, AMA Public Relations Department, 
Mrs. Towner’s topic was “Ethics in the Doctor’s Of- 
fice.” 





The MSMS General Practice Section proudly 
announces that Kenneth B. Babcock, M.D., Chi- 
cago, has accepted invitation to be banquet speak- 
er at the combined meeting of the MSMS General 
Practice Section-Michigan Academy of General 
Practice, English Room, Sheraton-Cadillac Hotel, 
Wednesday, September 26. 


The Upjohn Company of Kalamazoo will spon- 
sor a reception honoring Dr. Babcock and the 
officers of the Section. 


Perry S. MacNeal, M.D., of Philadelphia, has 
been selected by the General Practice Section of- 
ficers to appear on the MSMS Annual Session 
Assembly program, September 26 from 9:00 to 
9:30 a.m. His topic before the Assembly will be 
“Diseases of the Adrenal Cortex.” For the Gen- 
eral Practice Section meeting (same date at 5:00 
p.m.) Dr. MacNeal has been invited to discuss 
“Office Management of Diabetes Mellitus.” 











The Detroit Medical News editorial, “Medical Educa- 
tion is a Community Problem,” written by Louis J. 
Bailey, M.D., DMN editor, was reprinted in toto in 
The Detroiter, the weekly publication of the Detroit 
Board of Commerce, issue of April 23. 

Dr. Bailey’s pungent sentences ended with this para- 
graph. 

“The problems arising in scientific education—medical 
education in particular—are community problems. They 
deserve and must get the attention of community lead- 


ers everywhere.” 
“7 * * & 


Careers Unlimited: Through the sponsorship of Michi- 
gan Health Council, various health careers were featured 
in the “Careers Unlimited” Conference held in Detroit, 
March 12-23. 

Through this participation more than 40,000 jumor 
and senior high school students from the Detroit area 
learned first hand of the many interesting job oppor- 
tunities in the health field. “Open House” for parents 
was arranged during two night sessions with some 5,000 
adults attending. 

Taking its place with business, industry, commerce, 
and the various service occupations, the Michigan Health 
Council exhibit attracted over a two weeks’ period the 
attention of the youngsters in a manner beyond expecta 
tion. 


JMSMS 
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Your most fastidious patient will not hesitate to use this 
dainty, feminine, yet medically proven specific for vulvo- 
vaginal infections. Clinically effective in Leukorrhea, Tri- 
chomonas and Monilia vaginitis. 
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has the assurance of prompt, effective relief at moderate cost 
.-. You have the assurance she will use them as prescribed. 


aa, 


udly 
Chi- 
eak- 
neral 
neral 
Lotel, 


spon- 


- the 


, has 
n of- 
sion 
10 to 
Il be 
Gen- 
5:00 


isCuss 





| Educa- 
Louis J. 
toto in 
Detroit 


lis para- 


-medical 
s. They 
ity lead- 


f Michi- 
featured 
Detroit, 


0 junior 
‘oit area 
) Oppor- 
parents 
ne 5,000 


ymmerce, 
n Health 
riod the 

expecta- 


JMSMS 


Vagimine Inserts contain: 





Phenyl mercuric acetate 
9-aminoacridine hydrochloride 2.0 mg. 
Methyl! para hydroxybenzoate 7.0 mg. 








Through the co-operation of more than 20 health or- 
ganizations, the M.H.C. exhibit was staffed with people 
well qualified to discuss health work, and more than 
30,000 pieces of printed material were distributed. Spe- 
cial pieces, including the MSMS pamphlet ‘Planning 
Your Career,” were given interested senior students, 
teachers and counselors. 


Favorable comments from all areas of interest indicate 
the desire and the need for continued, and even broader, 
participation next year. 


* * * 


With the tuberculosis death rate continuing its grati- 
fying sharp decline, the tuberculin reaction is becoming 
increasingly important in differential diagnosis.—JAMES 
E. Perxins, M.D., Journal-Lancet, April, 1955. 


* * a” 


Maturing Series E. Bonds Earn Additional Interest.— 
The Treasury offers three choices to holders of maturing 
Series E Savings Bonds: 


Pt iticitteeseie an 


DOCTOR LOCATIONS—THROUGH APRIL 30, 1956 


Placed by Michigan Health Council 
Name 


George Lalime, M.D. 
Alvin Ratzlaff, M.D. 


Assisted by Michigan Health Council 
Luther Zick, M.D. 

John C. Mayne, M.D. 

Robert Ambrose, M.D. 

Amold Kiessli 

Allan L. Cline, } 


June, 1956 


Approximate 
Date 


February 1 
April 


January 
March 


April 1 
April 
April 
April 
April 


3.5 mg. Tyrothricin 0.5 mg. 
Hyamin 10X 2.0 mg. 
Succinic acid 15.0 mg. 


Buffered Lactose-Dextrose base q. s. 


Literature and Sample on request 


S.J. TUTAG & COMPANY 


19180 MT. ELLIOTT AVENUE 
DETROIT 34, MICHIGAN 





Choices.—Bondholders may: (1) accept cash, if they 
so desire; (2) continue to hold maturing bonds for up 
to ten additional years with an automatic interest- 
bearing extension; (3) exchange them in amounts of 
$500 or multiples of Series K Bonds, which earn current 
income at the rate of 2.76 per cent payable semi-an- 
nually, and which are payable at par on one calendar 
month’s notice any time after six months from issue 
date. 

* * ca 

MSMS President W. S. Jones, M.D., is a busy man. 
In addition to regular attendance at meetings of The 
Council and its Executive Committee, Dr. Jones has 
been “barnstorming” the State of Michigan. He has 
presented his talk entitled “Seventeen for You” before 
medical societies and staff meetings in the following 
cities: Houghton — April 10; Marquette — April 11; 
Jackson—April 17; Lansing—April 18; Petoskey—April 
19; Port Huron—May 8; Detroit and Flint—May 17; 
Lansing—June 19, and Sault Ste. Marie—June 22-23. 








O pened 
Practice in From 


Battle Creek 
Onaway 


Boston, Massachusetts 
California 


Grand Rapids, Minnesota 
Detroit 

Detroit Residency 
Detroit 

Muskegon 

California 

Pennsylvania 


St. Joseph 

Bay City 

St. Clair Shores 
Jackson 

Pontiac 

Detroit (Residency) 
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SAMMOND PLEASANT LODGE 


Offers to the elderly and chronically ill 


Peace and quiet. Freedom of a large and richly 
furnished home and acres of lawns and wooded 
velling grounds, scientifically prepared tasty 


genial companionship. A real 





"Home away from Home” 


Appreved by the American Medical Association 
and Michigan State Department of Social Wel- 
fare—Highly recommended by members of the 
Medical Profession who have had patients at 
the Lodge. 


For turther information write to: 


SAMMOND PLEASANT LODGE 


124 West Gates Street 


Romeo, Michigan 














State Narcotic License Fee Increased.— The fee for 
Michigan’s annual narcotic drug license has been 
doubled by action of the 1956 Legislature. The Cost 
will be $2.00 beginning with the license for the state's 
next fiscal year, July 1, 1956—June 30, 1957. A license 
is required for all persons who “sell, prescribe, admin. 
ister or dispense any narcotic drugs,” as well as {o 
manufacturers and wholesalers. The State Director of 
Drugs and Drug Stores is the licensing agent. 


* - . 


Medical Society Legal Counsels Convene.—Attorneys 
from every section of the nation gathered in Chicago, 
April 19-20, in the first formal, full-scale attempt to 
bring together the counsellors who advise medical o- 
cieties on their many legal problems. J. Joseph Herbert, 
of Manistique, MSMS Legal Counsel, was one of the 
leaders in organizing the conference and took a proni- 
nent part in the program, 

On the premise that the legal problems of medicine 
and their solution are similar in all parts of the country, 
the meeting was called under sponsorship of the AMA 
Law Department to consider mutual problems and to 
exchange views and experiences. Among the 100 regis. 
trants, almost every state society was represented, along 
with several county societies and specialty societies, 

Anti-trust laws and related problems, corporate prac 
tice of medicine, grievance committees and disciplinary 
problems, professional liability, interprofessional codes 
of conduct, and legislative action were among the topics 
explored in panel discussions. 





MEDICAL TELEVISION SHOWS 
Produced by Michigan Health Council 


1956 
March 4 WJBK-TV 
Detroit 
March 11 WJBK-TV A Life to Save 
Detroit 
March 18 WJBK-TV 
Detroit 
March 25 WJBK-TV 
Detroit 
April 1 WJBK-TV Epilepsy Month 
Detroit 
April 8 WJBK-TV 
Detroit 
April 12 WKAR-TV 
East Lansing 
April 15 WJBK-TV 
Detroit in Michigan 
April 19 WKAR-TV 
East Lansing 
April 22 WJBK-TV 
Detroit 
April 26 WKAR-TV 
East Lansing 
April 29 WJBK-TV 
Detroit Week 


a 


THE 


A EEL Ee Y 
INSTITUTE 


a7 
DWIGHT, ILLINOIS 


Postgraduate Medical 
Education (MCI) 


Community Health Week 


Geriatrics—Living Today 


Cancer Detection 
April—Clean-Up Month 
100 Years of Dentistry 
Dry Cleaning Fluids 

A Medical Education Film 
Summer Camps 


National Mental Health 
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L. W. Hull, M.D., Detroit 

B. M. Harris, M.D., Ypsilanti _ 
Film 

George Matthews, Detroit 

Mrs. Edna Harrison, Detroit 
Norbert Reinstein, Detroit 

A. Hazen Price, M.D., Detroit 
Perry C. Gittins, M.D., Detroit 
Raymond D. Dennerll, Detroit 
James Lofstrom, M.D., Detroit 
Leon E. Briggs, Detroit 
Mrs. John P. Carritte, Jr., Detroit 


Richard G. Pfister, East Lansing 
Philip Jay, D.D.S., Ann Arbor 
Joseph L. Champagne, D.D.S., Detroit 
Charles H. Jamieson, D.D.S., Detroit 
Irving H. Davis, Lansing 


Clifford Drury, Lansing 


Kenneth E. Moore, M.D., Ypsilanti 
William H. Holloway, M. D., Ypsilanti 
Mrs. LaDonna Kennedy, Ypsilanti 


Treating alcoholism and other problems of addiction. 


REGISTERED BY THE AMERICAN MEDICAL ASSOCIATION — 
MEMBER AMERICAN HOSPITAL ASSOCIATION. 
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WHAT THEY SAID ABOUT THE 1956 Walter L. Percival, M.D., Windsor, Ontario: “It is 
MICHIGAN CLINICAL INSTITUTE always a pleasure to attend the meetings of the Detroit 

Hendrik de Kruif, M.D., Fergus Falls, Minnesota: Clinical Institute. As usual, new trends and restorations 
and reviews of older ideas are incorporated into a most 
worthwhile event. Specifically I noted that by the end 
of Dr. Alton Ochsner’s excellent paper on the relation- 
ship of smoking to lung cancer that there wasn’t a 
lighted cigarette in the entire ballroom!” 

* * * 


‘I enjoyed the Michigan Clinical Institute very much. 
Many of the ideas brought out by the speakers have 
been particularly applicable to my practice and I’ve 
already found a good deal of use for them since my re- 
tun to Minnesota; for example the suggestions on the 
use of Diuretics and the method of handling Serpasil and 


“alt : : ; algae A two-month course in occupaéional health has been 
Ritalin for emotionally disturbed patients. This is not 


organized by the Institute of Industrial Medicine, New 
eeigg meant to leave you with the idea that a Michigan York University Postgraduate Medical School, to begin 
ng _— could not likewise learn something by coming to September 10. For program and information, write the 
* Detroit jy Minnesota meetings!” Dean at 550 First Avenue, New York 16. 
Detroit 





DAY BOOKS 

APPOINTMENT BOOKS 

aia CASE RECORDS 

ipl PATIENTS’ ACCOUNT CARDS 

. INCOME AND EXPENSE LEDGERS 

All Adapted to YOUR Needs by Experienced PM Managers 
WRITE OR CALL FOR INFORMATION 


“PROFESSIONAL 


Security Bank Building — Battle Creek 
. m a nl A G E m E T SAGINAW GRAND RAPIDS 


“e- DETROIT 
A COMPLETE BUSINESS SERVICE FOR THE MEDICAL PROFESSION Affiliated Offices in Other Cities 


ce 


June, 1956 
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Plainwell 


Sanitarium 
PLAINWELL, MICHIGAN 


Member American Hospital Association 


EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 


Professional care for the nervous 
and mentally ill. 


Telephone 284] 


Restful Six-acre Estate Overlooking the Kalamazoo River 











CONFERENCE ON AGING 


The University of Michigan’s Ninth Annual Conference on Aging will be held at the 
Michigan Union and University Hospital in Ann Arbor, Michigan, July 9-11. The confer- 
ence theme will be “Health for the Aging—Medical and Social Services.” It is being planned 
by the Departments of Gerontology and Post Graduate Medicine of the University with 
the co-operation of the Michigan State Medical Society Geriatrics Committee. 


Conference Highlights 
Addresses 
Healthy Added Years 
Major Issues in Providing Medical Care for Older People 
The Battle Against Chronic Disease 
Trends in Gerontology 


Panel Discussions 
Meeting the Costs of Medical Care for the 
Sixty-Five-Year-Old and Over 
Trends in Health Legislation for Older People 
Research on Health and the Aging Process 
Physicians’ Clinics 
(arranged by Medical School) 
Arthritis in the Older Age Group 
Hypertension and other Vascular Problems in the 
Older Age Group 
Orthopedic Problems in Relation to Arthritis 
and Vascular Diseases 
4. Dermatological Problems in Old Age 
5. Organic Brain Disorders in the Older Age Group 
6. Psychological Problems of Older People 
7. Hyperthyroidism and Hypothyroidism 
Demonstrations 
Planning for Discharge and Continued Care at Home 


Seminars 


Undergraduate and Graduate Medical School Teaching and 


Hospital Training Program in Geriatric Medicine 
Health and the Aging Process 


Workshops 


Integrated Medical and Social Services 
Health Criteria for Retirement 


The Geriatric Clinic in the Hospital and in the Community 


Health Assessment of the Aging 


What Older People Should Do to Maintain Their Own 


Health 

Planning New Housing and Long-Term Care Facilities 
. The Problem of Mental Illness among the Aging 
‘ilms 
“Still Going Places” (Physical Restoration) 
“The Cold Spring Idea” (Role of Education) 


E. L. Bortz, M.D. 
Nathan Sinai, Dr. P. H. 
L. T. Coffeshall, M.D. 
William B. Jountz, M.D. 


Odin Anderson, Ph.D. 
L. E. Burney, M.D. 
Ralph W. Gerard, M.D. 


William D. Robinson, M.D. 
Sibley Hoobler, M.D. 


Sylvester O’Connor, M.D. 
Arthur C, Curtis, M.D. 


James W. Rae, Jr., M.D. 


E. V. Cowdry, M.D. 
Ralph W. Gerard, M.D. 


Arnold Kurlander, M.D. 
To be announced 

Samuel Gertman, M.D. 

S. David Pomrinse, M.D. 
Panels of Geriatric 
Committee Members 

John W. Cronin, M.D. 
Raymond Waggoner, M.D. 


Make room reservations through the University of Michigan Extension Service, Ann Arbor, 
Michigan. Detailed programs will be sent to members of the Michigan State Medical Society. 
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THE DOCTOR'S LIBRARY 











Acknowledgment of all books received will be made in this column, 
and this will be deemed by us as full compensation to those 
vending them. A selection will be made for review, as expedient. 





THERAPY OF FUNGUS DISEASES. An _Interna- 
tional Symposium. Edited by Thomas H. Sternberg, 
M.D., Professor of Medicine (Dermatology) and As- 
sistant Dean for Postgraduate Medical Education and 
Victor D. Newcomer, M.D., Associate Professor of 
Medicine (Dermatology). Presented June 23, 24, 25, 
1955, by The Division of Dermatology, Department 
of Medicine, School of Medicine and Medical Exten- 
sion, University Extension, University of California at 
Los Angeles. Boston and Toronto: Little, Brown and 
Company, 1956. Price, $7.50. 








This book represents a compilation of fifty-five papers 
by 208 scientists presented at an international symposium 
on fungus infections at the University of California at 
Los Angeles. This book is not organized as a regular 
textbook on the subject of the treatment of fungus 
infections so that one only casually interested in the 
subject might not find the answer to the everyday prob- 
lems. 

It would be recommended more for one regularly” 
doing work in this field because it contains much infor- 
mation previously unpublished and deals with newer 
fungicides such as nystatin, aromatic diamidines, nitro- 
styrenes, actidione, MRD-112, rhodanine and others. 


H.E.A. 


SURGICAL DIAGNOSIS. By Philip Thorek, M.D., 
F.A.C.S., Professor of Surgery, Cook County Gradu- 
ate School of Medicine; Clinical Associate Professor 
of Surgery, University of Illinois College of Medicine; 
Diplomate of the American Board of Surgery; Co- 
Surgeon in Chief of the American Hospital; Attending 
Surgeon of the Cook County Hospital, Senior Attend- 
ing Surgeon, Alexian Brothers Hospital; Member of 
American Association of Anatomists, Fellow of the 
American College of Chest Physicians. With drawings 
by Carl T. Linden, Assistant Professor of Medical 
Illustration, University of Illinois College of Medi- 
cine. Philadelphia and Montreal: J. B. Lippincott 
Company, 1956. Price, $12.00. 


Prior to the publication of this book, undergraduate 
and postgraduate students alike have felt the need for 
a comprehensive and concise book which sets forth a 
plan to guide the reader in an orderly and accurate 
analysis and interpretation of the multiple and oftimes 
confusing symptom complexes of various surgical entities. 

“Surgical Diagnosis’ embodies the principle that diag- 
nosis is the first and most important part of surgery, and 
utilizes the basic prerequisite for the investigation of any 
medical problem. 

Practically every organ system and anatomic unit is 
dealt with in a manner easily understood by all con- 
‘ned. Supplementing the text are creative illustrations 
Which lend a graphic clarification to the various sections 
under discussion. 

Of particular interest is Chapter 6, “The Esopha- 
Sgastro-intestinal Tract.” This section presents a com- 
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POLIOMYELITIS 
IMMUNE GLOBULIN 


(human) 








For the modification of 
measles and the prevention 
or attenuation of infectious 


hepatitis and poliomyelitis. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


PEARL RIVER, NEW YORK. 





numerous intra-abdominal entities which provide for 
errors in diagnosis and subsequent mismanagement. 
Conspicuously absent in this chapter as throughout the 
book is the inference that the laboratory is primary in 
surgical diagnosis. Instead, emphasis is placed on (1) 
adequate history, (2) careful evaluation of symptom 
complexes, (3) a properly conducted physical examina- 
tion and, (4) consideration of different laboratory data. 

A well-written, concise, and graphically illustrated 
book which highlights an important advance in medical 
education, “Surgical Diagnosis” is strongly recommended 
for the library and desk of every physician. 


ELECTROCARDIOGRAPHY. Fundamentals and Clin- 
ical Application. By Louis Wolff, M.D., Visiting 
Physician, Consultant in Cardiology and Chief of the 
Electrocardiographic Laboratory, Beth Israel Hospital ; 
Assistant Clinical Professor of Medicine, Harvard 
Medical School. Second Edition. Illustrated. Phila- 
delphia and London: W. B. Saunders Company, 1956. 


This long-awaited second edition has 342 pages as 
compared to the first edition’s 187 pages. It consists. of 
three parts and an index. 

Part I deals with “The Basic Principles of Electro- 
cardiography.” Included is a discussion of vector repre- 
sentation of dipoles and vector summation. The Ein- 
thoven triangles hypothesis and the ventricular gradient 
are well explained. 

Part II is devoted to “Clinical Electrocardiography.” 
In this section, all clinical problems seen in ordinary 
practice are covered. The discussion is well illustrated 
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by tablets, diagrams, and reproductions of electrocardio- 
grams. 

Part III discusses “The Normal and Abnormal Cardiac 
Mechanism,” “Digitalis and Quinidine.” Most of the 
material covered here did nct appear in the first edition: 
it is a welcome addition. The normal cardiac mechan- 
ism and variants from it are beautifully discussed. 

The index is adequate. 

This is an excellent book for quick reference. While 
it lacks the completeness of some of the larger volumes 
on this complicated subject, it definitely has a place 
on the bookshelf of every interested but busy practitioner. 

L.P.S. 


METABOLISM, PHARMACOLOGY AND THERA- 
PEUTIC USES OF GOLD COMPOUNDS. By 
Walter D. Block, Ph.D., Associate Professor of Bio- 
logical Chemistry, Department of Dermatology, Medi- 
cal School Research Associate, Institute of Industrial 
Health, University of Michigan, Ann Arbor, Michigan, 
and Kornelius Van Goor, M.D., formerly Instructor, 
Department of Dermatology, University of Michigan 
Medical School, Ann Arbor, Michigan. Springfield, 
Illinois: Charles C Thomas, 1956. Price, $2.75. 


This is a little book of seventy-six pages dealing with 
the chemistry, metabolism, mode of action, uses, toxicity 
and the prevention of toxicity of gold compounds. It 
does not give an extensive review of the literature, but 
rather the basic points as a reference to the reader. 
While the main use of the gold compounds at present 
is in the treatment of rheumatoid arthritis, the physi- 
cians using these compounds will find this book a ready 
guide in solving the problems that arise. 

H.E.A. 


THE ROLE OF THE FAMILY PHYSICIAN 
IN PSYCHIATRIC PROBLEMS 
(Continued from page 694) 

“Their greatest sin is that they take up too much of 
the doctor’s time. But insufficient time to treat them 
is no excuse for an unsympathetic or irritable manner. 
We. should always try to have a few minutes to spare 
each day for the lonely person who just wants to be 
talked to, to be advised, or even, quite often, to be 
instructed. A dismissal after ten minutes of chatting is 
far more effective and lasting than a hurried prescription 
after two minutes of reproach. And, to descend for a 
moment to the commercial, remember that the neurotics 
will be either your best advertisement, or your worst. 
Willy-nilly they constitute the group of people who talk 
the most; it is nice to arrange that they say the right 
things!” 








Classified Advertising 


$2.50 per insertion of fifty words or less, with an 
additional five cents per word in excess of fifty. 











WANTED: Physician for locum tenens, June 4-July 15 
and August 15-late September. Large practice. Should 
have obstetrical and surgical training. Rural com- 
munity, good hospital. Excellent opportunity for 
young man. Attractive financial compensation. South- 
ern Michigan in resort area. Reply Box B, Addison, 
Michigan. 
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AN IDEAL location for a pediatrician or general prac. 
ticing medical doctor. New ranch style building in 
St. Clair Shores. Contact: Dr. Roberts, D.D.S.; 2009; 
Goddard Street, Detroit 34, Michigan. 


FOR SALE: E.S.T. Box Liberson brief stimulus therapy 
apparatus. Offner Type 735 B. Approximately 3¥, 
years old, has had very little use, excellent condition, 
Reply Box 6, 606 Townsend Street, Lansing, Michigan, 


FOR RENT: Modern medical suite available in Medi. 
cal-Dental Clinic, Harper-Whittier area on east side 
of Detroit. Three treatment rooms (10’ x 11’), pri. 
vate waiting room, consultation room, lavatory, re 
ceptionist’s room, laboratory, ample storage space, and 
parking. ‘Two dentists in same clinic completely 
separated from physicians’ suite. For further informa. 
tion, call S. F. Solomon, D.D.S., TUxedo 2-6888, 


JUNIOR STAFF PHYSICIANS—($9,249 to $10,962 
annually). Five vacancies in mental hospitals. One va- 
cancy in hospital for the mentally defective. Vacancies 
in mental hospitals located in city of 60,000, 135 
miles west of Detroit; city of 17,500 in the heart of 
Michigan’s vacation playland, 242 miles northwest of 
Detroit; city of 7,000, 30 miles east of Grand Rapids, 
and city of 3,000 in eastern upper peninsula. Other 
vacancy in city of 6,000, 55 miles north of Detroit, 
These are state positions requiring no previous ex- 
perience and offering regular working hours, paid 
annual vacations and sick leave, paid administrative 
leave to attend professional gatherings, pension plan 
and many other fringe benefits. Write for application 
to Recruitment and Placement, Michigan Civil Serv- 
ice, Lansing 13, Michigan. 


ASSISTANT MEDICAL SUPERINTENDENT—($l1, 
985 to $14,031 annually). To aid in planning and di- 
recting the activities of the medical, nursing and at- 
tendant nursing services at the Caro State Hospital for 
Epileptics. Located 80 miles north of Detroit, 25 
miles east of Saginaw in city of 3,500. Requires two 
years as a senior staff member in a hospital including 
at least one year of professional medical experience in 
an epileptic hospital, or possession of a diplomate in 
psychiatry or neurology. Many fringe benefits add 
to attractiveness of position. Write to Recruitment 
and Placement, Michigan Civil Service, Lansing 13, 
Michigan. 


SENIOR STAFF PHYSICIANS ($10,314 to $12,152 an- 
nually). Vacancy in epileptic hospital, city of 3,500— 
80. miles north of Detroit, 25 miles east of Saginaw. 
Vacancy in mental hospital, city of 60,000—135 miles 
west of Detroit. Two vacancies in hospitals for the 
mentally defective. One in city of 9,000—100 miles 
west of Detroit. One in city of 11,000 in center of 
state. These are state positions requiring one yeat 
of experience and offering regular working hours, pal 
annual vacations and sick leave, paid administrative 
leave to attend professional gatherings, pension plan 
and many other fringe benefits. Write for applica 
tion to Recruitment and Placement, Michigan Civil 
Service, Lansing 13, Michigan. 


FOR SALE: Genophthalmic refractor with Jackson 
cross cylinder, wall bracket, A O projector, chair— 
hydraulic, universal slit lamp, lensometer and perime- 
ter. Contact Larkins Optical Company, 1008 Kales 
Building, Detroit 26, Michigan. 


FOR SALE: Walnut examination chair and two match- 
ing cabinets for doctor’s office. All in good condition. 
Call 3491 Vermontville, Michigan. 
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